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ABSTRACT
Executive nurses work at the top of organizations and face unique challenges in today’s
healthcare system. This qualitative study investigated the lived experiences of executive nurses
to better understand their leadership journey. This study explored the professional development
of executive nurses navigating change and conflict. The study used phenomenological inquiry
and gathered data through individual semi-structured interviews, workplace observations, and
document reviews. Based on the collected data experiential themes were identified. The study
focused on executive nursing and the Institute for Healthcare Improvement’s (IHI) “Triple Aim”
of creating better patient experiences, reducing system cost, and improving population health.
The study interpreted critical turning points in executive nurses’ careers and triangulated data to
identify, then, analyze central themes. Through the analysis of themes, new insights were
created which connected current executive nurse functioning and future healthcare design. As a
result, this study informed future thinking.
The semi-structured interviews uncovered points of major change and conflict;
particularly, related to fundamental organizational transformation, strategic goals, and the
“Triple Aim”. Six key themes affecting executive nurse leadership emerged. The six key
themes included: Focusing on population health, relationships, knowledge of the healthcare
environment, technical leadership and change management skills, defined professional
competencies, and central business skills. To provoke innovation and thought leadership, the six
themes were interpreted using Zweig’s (2012) Class Theory, Shiva’s (2005) Perceptions of
Corporate Power, and Plato’s Allegory of the Cave (Duarte, 2012).
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Executive Nursing Leadership: Change and Conflict related to the “Triple Aim”

CHAPTER 1: INTRODUCTION
In the United States, healthcare is an industry that is experiencing immense and rapid
change. Because of their role, nurses are experiencing much of this change. The need for
leaders in nursing is growing, and nurses are finding themselves quickly moving from the
bedside to the boardroom. Over the past two decades, United States healthcare reform created
increased requirements and reduced budgets (Dillion & Mahoney, 2015; Hughes, Carryer, &
White, 2015). Executive nurses are at the top of the profession’s leadership structure and play a
critical role within healthcare reform. Executive nurses of today are faced with managing these
changes and corresponding conflict. This conflict has the potential to influence the nurses’ lives,
other care professionals, nursing practice, and patient outcomes. Because of the influence and
authority held by executive nurses working within major organizations, it has become imperative
that we better understand how they operate.
The role of the executive nurse is multifaceted. Executive nurses hold a variety of
positions in healthcare, business, education, and other industries. As administrative
professionals, executive nurses have the ability to combine clinical knowledge with other subject
matter expertise. Executive nurses have an opportunity to create change. According to Dillion
and Mahoney (2015), “The executive nurse leader is in the best position to advocate for the
community health needs and be an agent of change” (p. 29). Moreover, executive nurses serve
organizations by leveraging nursing-based understandings to help meet strategic goals.
Dillion and Mahoney (2015) support the notion that executive nurses are not well
understood. They explain that there is a fundamental lack of understanding related to executive
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nurses. Additionally, they go on to explain that there are currently a variety of social, political,
and economic factors creating change and shaping healthcare delivery. These factors in
isolation, and in combination, are globally impacting the roles and responsibilities of healthcare
providers; therefore, the nursing community needs to understand the lived experiences of
executive nurses, specifically during times of change. To better understand executive nurses, it
is important to understand the changes and conflicts that they face. There are four key drivers of
change and conflict for executive nurses working in large corporate environments today. These
key drivers of change and conflict include: healthcare reform, complex work environments, swift
innovations, and increasing requirements.
Healthcare reform has created significant changes to the way healthcare is delivered to
patients (Dillion & Mahoney, 2015; Hughes, Carryer, & White, 2015; Sanford, 2012). Many of
these changes involve regulatory impact and increased requirements at the point of delivery.
They also encompass changes to reimbursement and health coverage (Dillion & Mahoney, 2015;
Sanford, 2012). These changes create pressure on executive nurses. Executive nurses face many
challenges and opportunities centered on healthcare reform. For instance, a recent reform called
for value-based payments and financially incentivizing providers for positive patient outcomes. It
also called for sanctioning providers for negative outcomes (Porter, 2009). This approach holds
health systems accountable for their results (Porter, 2009). Many times the outcomes within
value-based payments are assigned to executive nurses. This accountability occurs because they
are responsible for designing, implementing, and measuring key programs that drive patient
based outcomes. According to the accounts of several executive nurses within this study,
delivering results in an environment of shrinking budgets and greater fiscal responsibility is not
easy.
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Value based payments push healthcare providers toward achieving better patient
outcomes; however, slimming resources via budget cuts have worked in opposition to success
and can lead to pressure manifesting in conflict (Dillion & Mahoney, 2015; Porter, 2009;
Sanford, 2012). Executive nurses are placed in situations that require the development of
committed, patient-centered, high performing multidisciplinary interactions which result in
increased patient outcomes (Porter, 2009). Smaller resource pools have caused executive nurses
to find new ways of doing business. As a result, executive nurses find themselves thinking about
maintaining a strong focus on improving value and implementing cost-effective delivery models
(Dillion & Mahoney, 2015; Hughes, Carryer, & White, 2015).
Accompanying the transformative changes within healthcare in the United States, valuebased payments are only one type of financial reimbursement implication that directly impact
executive nurses (Hughes, Carryer, & White, 2015; Porter, 2009). Many executive nurses are
finding themselves in positions that have the potential to significantly impact communities
(Dillion & Mahoney, 2015; Hughes, Carryer, & White, 2015). In contrast to the past, healthcare
reform has created an environment that mandates a greater emphasis on reimbursement for
population versus individual health (Porter, 2009). This translates to a need for executive nurses
with a higher-level understanding of community care delivery models. Ultimately, executive
nurses must appreciate neighborhood-based characteristics because recent reform ascribes more
dollars to deeper understandings of community-based needs, wants, and desires (Dillion &
Mahoney, 2015; Hughes, Carryer, & White, 2015; Porter, 2009).
The complex work environment of executive nurses has intensified the accountability
needed to succeed. These complex work environments require that executive nurses possess the
ability to communicate across professional boundaries. An example is a matrixed organization,
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which uses many different departments to function. In modern times, matrixed work
environments are common within corporate settings. Many of the executive nurses interviewed
within this study functioned within matrixed organizations. Based on my observations, these
work environments incorporate finance, marketing, human resources, healthcare economics,
legal, and quality compliance departments. Executive nurses are required to interact with
multiple departments and collaborate with them toward success. This can be challenging
because, many times, executive nurses face decisions that require urgent responses and crossdepartment approvals. When critical decisions arise, executive nurses must navigate the matrix
quickly to engage the correct players at the right time. They are held tightly accountable for
working with, rather than around people, particularly during key projects. When collaboration is
slow or unproductive, the matrix can act as a barrier. In addition, when the parties are not
aligned with similar perspectives, it can be frustrating and stressful to the executive nurse.
According to several executive nurse study participants, working within a matrix adds
value to their work because each department contributes their respective expertise. In contrast,
others stated that working within a matrix can generate significant anxiety, emotional strain, and
even trauma. For instance, when executive nurses face patient-oriented conflicts in the
boardroom, ethical dilemmas can result. Depending on the outcomes of the ethical dilemma,
executive nurses may experience emotional trauma, particularly if they feel that the outcomes of
the decision may be hurting people.
These feeling also appear when executive nurses are involved in challenging situations
that result in conflicts with colleagues. Moreover, when these conflicts impact executive nurses’
personal beliefs, they have the potential to create lifelong scars. One executive nurse
interviewed for this study explained:
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When I was in a meeting that involved patient deaths related to the failure of a
marketing campaign, I did not want to hurt people’s feelings. After a couple of
months of holding back, we had a similar project arise. I ended up yelling at the
director of the marketing department because he did not want to spend the money
needed to get it right this time. I guess I was holding my feelings in and just blew up.
I still don’t feel right about what happened to those patients or the way I treated the
marketing director.
In addition to navigating complex environments, executive nurses face changes that occur from
rapid innovation within the healthcare system. Several innovations stem from evidence-based
practice, a concept that ensures that decisions are founded on logical theory, the most up-to-date
scientific evidence, and sound judgement (Porter, 2009). Within healthcare, evidence-based
practice is concerned with making decisions about the care of individuals and population health.
Evidence-based medicine creates new considerations for executive nurses. Depending on
outcomes of randomized control trails (RCT), a type of scientific experiment used within
evidence-based medicine, the care delivered to patients can rapidly change. For instance, several
evidence-based studies found that social determinants of health like housing, food, and
employment have an impact on patient care (Culhane, Metraux, & Hadley, 2002; Desmond,
2017; Vartanian, 2016). The researchers of these studies explained that social determinants of
health influence wellbeing and create the ability to access, engage with, and adhere to the highest
standards of healthcare (Culhane, Metraux, & Hadley, 2002; Desmond, 2017; Vartanian, 2016).
Based on the results of these studies, executive nurses that understand and implement social
determinant of health solutions stand a better chance of achieving improved health outcomes and
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reduced healthcare costs within the populations they serve (Culhane, Metraux, & Hadley, 2002;
Desmond, 2017; Vartanian, 2016).
Innovation and change require oversight to ensure safety. Within healthcare
corporations, oversight requirements tend to increase alongside regulatory requirements. As
such, increasing regulatory requirements creates additional pressure and stress on executive
nurses and their employees. One example of this occurs when the government implements
regulations to impact national population health trends and manage population health costs.
Through health-oriented measures, like diabetes prevention, the government creates pay-forperformance programs to guide the actions of managed care organizations, also known as health
insurance companies. Pay-for-performance programs create stress on executive nurses. These
programs reduce executive nurses’ sense of agency, forcing them to make decisions based on
capturing incentives rather than what they know to be true. One executive nurse explains this
challenge. She stated,
When the organizational leadership team is evaluating next steps, we often focus on
the money and where we are being incentivized. If there are market needs that are
incentivized through pay-for-performance programs they get a lot of my attention.
It’s a shame really. I want to spend time helping people, but my attention is on
making money for the company. It’s not all bad, but I wish I had a little more choice
in the direction of focus.
In order to achieve the “Triple Aim”, government regulators are instituting pay-for-performance
programs. In turn, managed care organizations financially incentivize health systems like
hospitals and clinics to increase efforts to increase population health. Health systems want to
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capture the maximum amount of incentive revenue; therefore, they institute policies and
procedures to increase patient activities like diabetic screenings. Executive nurses within these
systems are caught in the middle of this exchange, implementing the policies and pressuring staff
to screen more patients. If diabetes is a secondary health concern in the community, the
executive nurse and the staff become frustrated.
Purpose. The purpose of this study was to understand how executive nurses manage
conflict during times of change. In addition, I wanted to explore how executive nurses navigate
barriers and challenges related to their work. In particular, I was interested in understanding how
executive nurses navigate barriers and challenges in relationship to: improving the patient
experience of care (including quality and satisfaction); improving the health of populations; and
reducing the per capita cost of healthcare. In combination these factors are known as the “Triple
Aim”.
Research question. In this study I have tried to answer the following question: How do
executive nurses manage conflict arising from change in three key areas, the “Triple Aim” of
improving the patient experience; improving the health of populations; and reducing the per
capita cost of healthcare?
The study also explored several sub-questions: What is it like to be an executive nurse
during times of change? What skills do executive nurses possess to help navigate conflicting
needs and requirements? What are the lived experiences of executive nurses?
Framework. The “Triple Aim” is a framework developed by the Institute for Healthcare
Improvement (IHI). According to the IHI, “In the aggregate, we call those goals the “Triple
Aim”: improving the individual experience of care; improving the health of populations; and
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reducing the per capita costs of care for populations.” (Berwick et al., 2008, p. 760). The IHI
believes that there is an opportunity to shape the healthcare landscape in the United States
through a policy initiative aimed toward successful health and healthcare systems (Berwick et
al., 2008). Moreover, the IHI believes that the “Triple Aim” is the strategic direction that all
health systems should strive to achieve (Institute for Healthcare Improvement, 2012).
The IHI is an international organization that was founded in 1991 by Dr. Berwick. The
IHI was a built on a commitment to reshape healthcare into a system that is more efficient and
effective. The “Triple Aim” became a central vison for the IHI. According to Stiefel and Nolan
(2012):
The Institute for Healthcare Improvement (IHI) developed the Triple Aim as a
statement of purpose for fundamentally new health systems that contribute to the
overall health of populations while reducing costs. The idea struck a nerve. It has since
become the organizing framework for the US National Quality Strategy, for strategies
of public and private health organizations around the world, and for many of the over
100 sites from around the world that have been involved in IHI’s Triple Aim
prototyping initiative.
Despite the altruistic intentions of the “Triple Aim” there is currently a debate over the longterm impact of the “Triple Aim” because the three components are not inclusive of the people
being served and the end-goals are unclear (Sullivan, 2016).
Beyond conceiving the “Triple Aim”, the IHI assists partnering organizations with
understanding health trends and population needs (Institute for Healthcare Improvement, 2012).
The IHI helps healthcare organizations by linking them to other groups that are also focused on

9

the same work. They also support organizations by mapping out community-oriented assets that
can help achieve improvements in health, experience of care, and costs (Institute for Healthcare
Improvement, 2012). The IHI believes in sharing best practices and facilitating community
interactions in an effort to better align understandings and standards of health (Institute for
Healthcare Improvement, 2012). The purpose of their work is to inform discussions and
continue building understandings about population health. In addition, they are creating a space
to consider the proper ways in which to measure and evaluate population health.
More specifically, IHI’s focus on “Triple Aim” for populations includes: New models of
population health management; change packages to support the “Triple Aim”, starting with highrisk, high-cost populations; large campaigns and other population health initiatives to improve
population outcomes at scale, with a particular focus on reducing disparities or inequities;
extending reach and impact by building capacity and skills for population health improvement;
and providing assessment, design, and capability for comprehensive quality strategies for nations
and other large health systems (Institute for Healthcare Improvement, 2012). Based on all this
activity in combination, the “Triple Aim” became a fundamental component of healthcare reform
under the Affordable Care Act (Institute for Healthcare Improvement, 2012). Executive nurses
play key leadership roles, independently, and as members of an inter-professional team, in
driving toward the “Triple Aim” (Institute for Healthcare Improvement, 2012).
First, central to the “Triple Aim” is the notion of improving the experience of care
(Institute for Healthcare Improvement, 2012). According to the IHI, this means far more than
patient satisfaction. They strive to achieve scaled patient-centered care that is delivered in a
timely, safe, efficient, and effective manner (Institute for Healthcare Improvement, 2012). The
executive nurse’s role in relation to the “Triple Aim” is pivotal. First, nurses represent the
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largest number of healthcare workers in the U.S. healthcare system (The U.S. Bureau of Labor
Statistics, 2010). As leaders, many executive nurses are charged with orchestrating the
workforce and managing the staff delivering the care. Therefore, they are held accountable for
aligning with the tenets of the “Triple Aim”. For instance, during this study, several executive
nurses oversaw business processes that directly related to the coordination of patient care. If
they did not communicate the needs of the nurses and patients with precision, safety could be
jeopardized and negative outcomes could result. In turn, they could reduce the patient
experience, reduce the health of the community, and even increase the total costs of care; in all,
each of these negative outcomes would work against the healthcare organization accomplishing
the “Triple Aim”.
Second, the belief of improving the health of populations is critical to achieving the
“Triple Aim”. Population health can be framed using factors like disease, geography, culture,
personal demographics, and/or behaviors. Executive nurses are uniquely positioned to create
population health improvement that involves designing solutions directed toward problems,
which are present at the individual, community, and national levels. Moreover, executive nurses
are tactically positioned as leaders within the healthcare system to best understand critical
nuances, barriers, and challenges interfering with success from within the systems themselves.
This is particularly important when they are creating solutions aimed at direct care and disease
specific strategies. Understanding and believing in population health is also important when
thinking about outcomes of organizational actions.
Third, according to the IHI (2012), population health and healthcare costs are intimately
connected. As such, truly understanding population health requires the context of healthcare
costs to be meaningful. Within the “Triple Aim”, cost is viewed on a per capita basis, which
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means it is measured by the cost of healthcare across the entire population. As aforementioned,
executive nurses are positioned to make informed decisions that have the potential to drive the
costs of healthcare up or down. They have deep interconnections with cost; executive nurses
make critical decisions related to resource allocation, patient advocacy, and delivery of care; all
of which can dramatically move the system costs up or down. For instance, an executive nurse
within the study explained that during one of her most challenging leadership experiences, she
was faced with a conflict related to the allocation of capital to purchase equipment required to
deliver critical patient care. Based on her understanding of the finances involved, she assembled
a cost-benefit analysis, which defined the need for the equipment from a population health
standpoint. Her analysis demonstrated that purchasing the equipment would reduce the
occurrence of disease in the community and would bring in revenue that might have been lost.
As a result, she mitigated the conflict with the finance department head and was successful in
ordering the equipment.
As demonstrated in the above example about population health and costs of care,
although the “Triple Aim” can be viewed as three individual areas, it is important to understand
that each area does not function independently. In this way, the “Triple Aim” should be
considered a single concept with three key tenets consistently functioning in combination
(Institute for Healthcare Improvement, 2012). Based on this understanding, failing to
acknowledge one of the tenets causes failure to acknowledge the entire concept. This can be a
paradigm shift for executive nurses and other healthcare professions that are newly encountering
the “Triple Aim”. Executive nurses of the past may not have focused on any aspects of the
“Triple Aim”, or, may have been focused on a single aspect of the concept like improving the
patient experience. In these situations, they were missing the links with per capita cost and
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population-based health. As this concept and its tenets come into play, there is the potential for
challenge. As we continue to develop an understanding of healthcare systems, there is a unique
opportunity to better comprehend how executive nurses are managing change and conflict in
healthcare, particularly as it results because of the “Triple Aim”.
Conflict can arise from contradiction. Within the “Triple Aim” concept there are a few
major contradictions which are explored in the final chapter. These contradictions arose because
executive nurse participants within this study felt that parts of the “Triple Aim” were misaligned,
causing confusion. According to the executive nurses, when they implemented the “Triple Aim”
as a whole, versus as individual parts, opposition within their work environments occurred.
There were three areas of contradiction that were identified by the executive nurses. First, the
concepts of patient experience and cost reduction tended to be overshadowed by the idea of
population health. Second, the concept of the “Triple Aim” excluded care providers with its
equation for success. This caused executive nurses to feel isolated; moreover, several nursing
scholars have contested the validity of the approach because of provider exclusion (Bodenheimer
& Sinsky, 2014). Finally, there is an inherit contradiction between lowering cost while
improving population health and patient experiences.
Historical Background
Looking back on the profession of nursing, authors have identified Florence Nightingale
as the first significant nurse leader (Feldman, 2008; Hage & Lorensen, 2005; Jeska, 1994;
Sanford, 2012; Selanders & Crane, 2012). Selanders and Crane (2012) explain that Nightingale
helped to define current executive nursing by being an advocate for professional and personal
change; they explain that as a key figure in the history of nursing leadership, Nightingale’s work
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was aimed at moving nursing from a domestic service to a credible profession. Interestingly,
they reported that Nightingale encountered conflict as she began to advocate for individual
nurses and patients. According to writing on early nursing leadership, authors report that
Nightingale realized the existence of gender bias and became focused on equality for all people
regardless of gender, race, or religion (Hage & Lorensen, 2005; Jeska, 1994; Sanford, 2012;
Selanders & Crane, 2012). Selanders and Crane (2012) explained that Nightingale’s strategy and
tactics underline contemporary nursing leadership. Moreover, her thinking is fundamental to
understanding the development of theoretical frameworks applicable to executive nurses of today
(Feldman, 2008; Sanford, 2012).
During the early ninetieth century, nursing groups began to develop which sparked a need
for formal nurse leaders. As early as 1896, organizations like the American Nursing Association
(ANA) began to form and unify nurses across the United States. Matthews (2012) has studied
the development of nursing organizations and the role of professional organizations on the
nursing profession. Matthews (2012) explained that in the United States, professional
organizations have helped to galvanize nurses and empower nurse leaders. According to Sanford
(2012), historically, professional nursing organizations and the emergence of specialized,
advanced nurse practice have fostered the development of a variety of groups. Currently, the
ANA and the International Council of Nursing (ICN) are the only organizations not focused on
specialty; as such, they represent the profession holistically (Sanford, 2012). Matthews (2012)
argued that by coming together, nurses increase their power and are better positioned to navigate
change and any associated conflict.
During the 1970s and 1980s, executive nurses made major steps towards defining
specific needs, wants, and desires of professionals working in an increasingly complex health
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system (Feldman, 2008). Although this could be viewed as a daunting task, legislative change
created a foundation for meaningful advancement (Feldman, 2008). Maryland and Gonzalez
(2012) provided a detailed model of Nightingale’s mission. Their work showed how the mission
can be carried out by leaders in modern times (Sanford, 2012). Maryland and Gonzalez (2012)
explained that nurse leaders have the potential to influence population health and generate major
change within healthcare, because they epitomize trust and have the ability to leverage the
legislative process (Sanford, 2012). In turn, they explain that executive nurses of today have a
duty to inform lawmakers about the health system, patient care, and nursing. They feel that this
will help decision-makers better understand cause and effect related to current policy within the
healthcare system.
Legislation is critical to the influence that executive nurses have over the advancement of
nursing as a profession (Dillion & Mahoney, 2015; Feldman, 2008; Maryland & Gonzalez, 2012;
Jeska, 1994; Sanford, 2012; Tomajan, 2012). During recent times, one of the most influential
legislative acts was the Patient Protection and Affordable Care Act (ACA or “Obamacare”).
This was signed into law by President Barack Obama in 2010 (Dillion & Mahoney, 2015). The
Patient Protection and Affordability Care Act (ACA) created significant change in the way
executive nurses maneuver while navigating change (Dillion & Mahoney, 2015). The inception
of ACA created greater responsibility for health system leaders; consecutively, causing the
formation and expansion of capitated systems called Accountable Care Organizations (ACOs).
ACOs are health systems that are assigned to a population of patients and held accountable to
their health results. The goals of the ACO have financial implications and are set using the three
components of the “Triple Aim”: reducing cost, improving health, and enhancing the patient
experience (Institute for Healthcare Improvement, 2012).
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As new legislation and policy are infused in the health system, it is important for nurses
to be represented by their leadership, namely executive nurses. Research from Tomajan (2012)
helped to better understand how executive nurses can advocate for the profession and support
their colleagues. Their research explains that nurse leaders must be present and aware of
changes in the health system and advocate for policy that represents the community.
Dillion and Mahoney (2015) supported this notion and explained that regardless of
environment, nurse leaders must purposely focus on professional collaboration to build and
support meaningful change. Within today’s changing healthcare system, Sanford (2012)
suggests that executive nurses play an important role because they have the influence to voice
the successes and concerns of frontline care practitioners to legislative decision-makers.
Today, executive nurses face significant change as the health system goes through a
period of momentous redesign. More specifically, executive nurses are faced with systemic
changes that involve cost cutting, moving from unstandardized to highly standardizing care, and
delivering care to an aging population that is living longer. They are also encountering new
government policies and care that requires greater patient involvement than ever before.
According to Salmond and Echevarria (2017), this change is driven by a number of factors:
escalating costs, health system waste, a lack of standardized care, a healthcare infrastructure that
maintains professional silos, misaligned salaries for caregivers, misaligned health system
incentives, aging patient demographics, uncontrolled chronic illnesses, and health disparities.
These factors in combination are at the root of considerable healthcare transformation.
The implication of these changes and their root causes results in shrinking resources and
a shift in the way care is delivered. For instance, it is less costly to have a nurse call rather than
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visit a patient. Executive nurses must decide if a telephonic program is a good fit for the
population they serve. They may need to change their staffing model and terminate domestic
staff in favor of offshore telephonic nurses. Another example involves the aging U.S. population
that is living longer (Salmond & Echevarria, 2017)). Executive nurses are stuck between turning
these elderly patients away or finding staff to provide care, drawing from a shrinking pool of
long-term caregivers.
Executive nurses are also working their way through significant technological changes.
This involves new software in the form of electronic medical records and data analytic tools. It
also involves new hardware like electronic tablets and telemetric patient monitoring via wearable
devices. Because of the reduced resources and increased technology, executive nurses need to
change their thinking. They need to focus on both patient-based and population-based care.
Finally, executive nurses face changing social and disease-type demographics; for instance, there
has been a dramatic rise in the incidence of high blood pressure, diabetes, and stroke within
racial and ethnic minorities (Salmond & Echevarria, 2017). Executive nurses must understand
the changes within the social and disease-type demographics and design solutions accordingly.
Statement of the Problem
Currently, there is a lack of understanding related to executive nurses. Based on the
complexities within healthcare, executive nurses find themselves in a consistently shifting
environment. Moreover, because of the vast range of roles held by executive nurses, specific
understandings are required to guide the profession; for instance, the stories of an executive
nurse working in a health insurance company will differ from that of a dean of health sciences
working in a university, but it is important to understand both roles from a leadership
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perspective. Understanding the stories of differing executive nurses, particularly their sources of
strength, weakness, opportunity, and challenge will develop a roadmap to help inform and guide
the profession while fostering the success of current and future executive nurses. As these
stories are explored, the hope is to uncover particular skills, resources, and innovations that can
translate to better leadership considerations.
As aforementioned, there is a need to study executive nurses to understand current nurse
leadership right now, versus a decade ago. There is also a critical requirement to understand how
executive nurses are handling their role, and importantly, how they are managing conflict during
times of change (Graham & Jack, 2008). The nursing profession has an opening that can be
filled through the application of understandings generated from a qualitative research study.
Because the “Triple Aim” is influencing change across a broad range of work environments, it
offers direction to this exploration. Moreover, I believe that the outcomes of this qualitative
research study can increase the common understanding of executive nurses, benefit the
profession, and improve population- based outcomes.
Significance of the Problem
Based on the enormous change happening within the United States healthcare system,
there is an urgent need to capture the stories of executive nurses. Taking stock of what is already
known, and developing new understanding to inform and guide executive nurses of today has
never been more important. Nursing scholars agree that executive nurses are consistently facing
change, challenge, and conflict (Dillion & Mahoney, 2015; Hughes, Carryer, & White, 2015;
Jeska, 1994; Sanford, 2012; Tomajan, 2012). Because of current and future economic changes,
healthcare organizations are desperately seeking new and innovative ways to transform the U.S.
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health system. As such, modern executive nurses are finding themselves concentrated on
delivering more value, to more people, at a lower cost (Sanford, 2012). These leaders face
significant change accompanied by residual conflict from business leaders, other nurses,
legislators, and patients themselves.
Today, health outcomes are evaluated at the population level (Dillion & Mahoney, 2015;
Hughes, Carryer, & White, 2015). The responsibility of executive nurses is shifting from the
individual level, to taking accountability at the neighborhood, community, and national levels
(Dillion & Mahoney, 2015). For instance, executive nurses must be purposeful, leveraging
system thinking to build collaborative efforts between health systems, public health agencies,
local organizations, and individuals to improve the overall health of the population (Dillion &
Mahoney, 2015). According to Dillion and Mahoney (2015) this style of collaboration within
nursing leadership is not conventional and requires further understanding about how executive
nurses can promote professional evolution. They posit that executive nurses need to enable
change and overcome several layers of conflict. Executive nurses of today are creating change,
which starts within their local work environment, but also involves their community, regional,
national and even global influence. Based on these layers, the job of the executive nurse is
becoming more complex and the need to understand their role, responsibilities, and actions is
greater than ever.
Modern times require modern understandings. Currently, executive nursing is in a state
of flux. This offers a magnificent opportunity and even greater responsibility for researchers.
As key players within the U.S. health system, executive nurses need to navigate change and
overcome conflict to create transparency and drive population health (Dillion & Mahoney,
2015). Over the past decade, the number of nurses reaching executive levels has grown
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exponentially (Graham & Jack, 2008). There is a critical requirement to understand how these
nurses are handling their role, and importantly, how they are managing conflict during times of
change (Graham & Jack, 2008). The purpose of this study was to understand how executive
nurses manage conflict during times of change related to the “Triple Aim”. Studying executive
nurses will grant the opportunity to develop this understanding; specifically, how executive
nurses manage change and resulting conflict while attempting to lower costs, improve patient
experience, and increase population health.
Overview of the Chapters
I have organized this dissertation into six chapters: Chapter One provides an introductory
statement, the significance of the study, the statement of the problem, and framing of the
problem. Chapter One also includes a list of key concepts and terms to provide the context of
the study and better understanding of language that is commonly used within the healthcare
industry. The chapter also explores current trials and tribulations faced by executive nurses. I
close the chapter by offering a reflexive statement to better understand my views of the issue and
the phenomenon at play.
Chapter Two offers a deeper understanding of the seminal literature connected to
executive nursing and background related to previous studies of executive nursing. The chapter
begins by reviewing the topical literature. This helps to better understand the topic and research
that helped to spark thinking leading up to this study. The chapter looks at themes within the
current research, which include transformational leadership, experiential learning within a
rapidly changing system, positional power inside of business and clinical interactions, and
executive nurse leadership development. The chapter then identifies and evaluates the tensions
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and gaps found within the literature. These include critical reflection and mindfulness within
executive nursing. Finally, I present the theories I drew on to construct the conceptual
framework used in this study.
In Chapter Three, I describe the methodology used to conduct the study. The
methodology chapter describes a specific four -phase approach, which was taken to investigate
the research problem. It describes the four key project phases: Participant selection, data
collection, data analysis, interpretations and conclusions. It also provides the rationale for
applying specific techniques to better understand the problem. It explains how the data were
collected and analyzed. It considers aspects of validity and reliability within the study. It also
provides key sources of data and describes ethical considerations.
In Chapter Four, I unpack the data gathered through 16 semi-structured interviews and
observations. This chapter involves an interpretation of learnings about executive nurse
leadership. The chapter begins with a chart that outlines each of the 16 executive nurse
participant’s backgrounds. The chart provides each participant’s title, role, industry of
employment, and their educational background. The chapter then describes six central
conceptual themes, which surfaced after synthesizing the data. These six themes include: A
focus on population health, relationship building, having knowledge of the healthcare
environment, possessing professional competencies, and leveraging business skills.
In Chapter Five, I present the analysis of the data. I analyzed the data using three key
theoretical frameworks. These frameworks included: Class Theory (Marx & Engels, 1967;
Wolff & Zacharias, 2007; Zweig, 2012), Theories of Corporate Power and Collaboration (Shiva,
2005), and Plato’s Allegory of the Cave (Duarte, 2012). The chapter concludes with an
exploration of innovative thinking and emergent theory within the world of executive nursing.
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The final chapter, Chapter Six, offers conclusions and an evaluation of implications. It is
an examination of key findings and understandings. These understandings are based on study
themes and findings discovered from the study participants.
Key Concepts and Terms
1. The “Triple Aim”: A concept developed by the Institute for Healthcare Improvement
(2012). The concept is framed by three key areas of focus: “Improving the experience of
care, improving the health of populations, and reducing per capita costs of healthcare”
(Berwick, Nolan, & Whittington, 2008).
2. Executive nurse: This term has been adopted in several different environments, leading to
an assortment of definitions. In the context of this study, executive nurse refers to nurses
holding the highest-level positions within their respective healthcare organizations.
Executive nurses in this study work in the top three tiers of organizations. Executive
nurses in clinical settings are included, but this study expands into areas beyond clinic
settings such as public policy and academia. Although some definitions of executive
nurses may include nurse managers and/or directors, this study does not include these
roles. The study loosely draws a line at the level of vice president. Some examples of
executive nurses included: Chief Clinical Officer, Chief Executive Nurse, Vice President
of Operations, and Dean of Health Science.
3. Organization: In this study the term organization includes large (500+ employees)
privately and publicly operated settings. This includes, but is not limited to corporatized
health systems, managed care organizations, and large scale academic settings. Based on
the nature of this study, all organizations are headquartered in the United States.
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4. Conflict: Two forms of conflict are evaluated in this study, external and internal.
External conflicts involve struggles between people and social forces. External social
forces occur outside of the individual, and may involve policies, procedures, and laws.
This includes interpersonal conflicts. In contrast, internal conflicts include feelings,
personal trauma, mental struggles and stress arising from opposing forces at work and
socio-personal demands (i.e. clinical vs. business). This also includes intrapersonal
conflicts between one’s personal ethics and/or work-based demands (opposition of
personal, profession, clinical, and business demands).
5. Electronic Medical Record (EMR): An electronic medical record also referred to as an
electronic health record is a digital collection of individual and population health
information. Through the systematic collection, EMR technology can allow patient and
population centered data sharing within organization. EMRs can also be used to share
data across differing organizations and industries. For instance, through a health
information exchange, EMRs can connect hospital records within a geographic area.
6. Hard Skills: “Hard skills are teachable abilities or skill sets that are easy to quantify.
Typically, you'll learn hard skills in the classroom, through books or other training
materials, or on the job.” (Doyle, 2018, p. 124).
7. Soft Skills: “Desirable qualities for certain forms of employment that do not depend on
acquired knowledge: they include common sense, the ability to deal with people, and a
positive flexible attitude” (Collins English Dictionary, 2012, p. 212).
8. Advanced Practice Nursing: For the purpose of this study, I am using the definition
developed by Vanderbilt University (2017):
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In an increasingly complex healthcare industry, advanced practice nurses are
playing a vital role. They are offering new ways of delivering cost-effective care
and increasing access to qualified practitioners for many patients and their
families. They are often providing healthcare to under-served populations.
Advanced practice nurses must be grounded in theory and research as guides to
their clinical practice. While they work in collegial capacities with physicians,
they must be prepared to diagnose and treat patients with acute and chronic
illnesses and to prescribe medications. These responsibilities require nursing
professionals who are as smart and savvy as they are caring and compassionate.
Advanced Practice Nurses perform these general functions: Obtain health
histories and perform comprehensive physical examinations, including
psychosocial, functional, and developmental assessment, order and interpret lab
results and other diagnostic studies, develop differential diagnoses, develop/order
therapeutic plan of care, maintain patient records, evaluate patient’s response to
plan of care and modify as needed, provide patient/family counseling and
education, arrange for patient referrals/consultations, participate in research
studies.
9. Accountable Care Organizations (ACOs): Are health systems that are assigned to a
population of patients and held accountable to their health results. The goals of the ACO
have financial implications and are set using the three components of the “Triple Aim”:
reducing cost, improving health, and enhancing the patient experience (Institute for
Healthcare Improvement, 2012).

24

Reflexive Statement
Life has many twists and turns. Things happen, whether good, bad, or ugly it is important
to stop, reflect, and offer gratitude. Over the past few years, I have been granted tremendous
opportunity to reflect and be grateful. As a nurse, and a human being, I have been granted the
opportunity to care for other people. As a leader, I have been granted the opportunity to create
positive change while influencing others. As an academic, I have been granted the opportunity
to engage in activities that cultivate social perceptions and push boundaries. Over the past few
years, as an executive nurse, I have seen these opportunities come together while facing
significant change, challenge, and conflict. Recently, I find myself working in a rapidly
changing system, immersed in a major organizational transformation. As I make my way
through an extremely complicated maze, there is little or no guidance to help me navigate.
Finding my way through the unknown required caution, and navigating through the
organizational politics has been interesting and challenging. Based on my experiences, the
higher you rank, the more focus on organizational politics is required. Looking back, my ability
to achieve has been supported through an ability to integrate relationships with a deep desire to
create social betterment. It has also involved connecting a positive, innovative spirit with a focus
on performance.
As I reflect on my own situation, it is clear that there is a tremendous need to better
understand executive nurses, and in turn, create road maps to help these leaders navigate.
Through my own unique experiences, strength did not come from what I already knew, but
rather by learning from others. Shared learning has been a critical element in my development
and survival. This study creates an opportunity for others to learn in a similar way. Importantly,
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I have been able to better understand my own experiences through others. This approach helped
me navigate through challenge and overcome barriers.
Learning about the history of executive nurses helped me gain a deeper appreciation for
past leaders and the current profession. Over the past five years, I have spent time studying other
executive nurses and their leadership styles. Through my experiences, I have found that leaders
of the past and today face common challenges. In the following chapters, I evaluate my
engagements with several executive nurses. This approach offers a discovery of intersections
and commonalities among executive nurses of today. I start the next chapter by introducing
seminal literature that offers background related to previous studies of executive nursing. The
chapter opens with an overview of the topical literature. It moves into a review of the literature
connected to the external and internal influencers of executive nurses. The chapter closes with a
look at the tensions within the literature.
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CHAPTER TWO: REVIEW OF RELEVANT LITERATURE
Over the last few decades, there has been an influx of executive nurse leadership roles
within major organizations around the world (Graham & Jack, 2008). Transitioning from
traditional nursing roles at the bedside to executive roles in the boardroom has created an
opportunity for significant challenge and conflict (Dillion & Mahoney, 2015; Hughes, Carryer,
& White, 2015; Jeska, 1994; Sanford, 2012; Tomajan, 2012). Taking a closer look at this trend
reveals some interesting findings. Researchers (Bernard, 2014; Cronin, 1984; Dillion &
Mahoney, 2015; Graham & Jack, 2008; Hughes, Carryer, & White, 2015; Jeska, 1994; Sanford,
2012; Tomajan, 2012; Vlasich, 2015) have started to offer various findings related to executive
nurses. These scholars offer understandings while acknowledging opportunities related to
nursing interactions, management, and leadership. This literature review identifies similarities
and differences in the interpretation of leadership related to executive nurses (Bernard, 2014;
Cronin, 1984; Dillion & Mahoney, 2015; Graham & Jack, 2008; Hughes, Carryer, & White,
2015; Jeska, 1994; Sanford, 2012; Tomajan, 2012; Vlasich, 2015).
As the healthcare system transforms and nursing responsibilities increasingly reside
beyond hospital walls, executive nurses face greater opportunities, challenges, and demands.
The U.S. Bureau of Labor Statistics projects that employment of advanced practice nurses is
expected to expand 31% between 2012 and 2022 (U.S. Bureau of Labor Statistics, 2011). This
expansion will include many nurse executives. According to Graham and Jack (2008) there is a
need to understand executive nursing roles and responsibilities in greater detail; thus far, the
majority of research in this area has primarily been interested in the role of mid-level and
frontline leadership, excluding top level executive nurses (Bernard, 2014; Danna & Porche,
2009; Dillon & Mahoney, 2015; Feldman, 2008; Hisar & Karadag, 2010; Kerfoot, 2012).
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Despite the narrow scope of available research in the field, nurses are accepting a wide range of
executive roles within the c-suite spanning from Chief Operating Officer, Chief Clinical Officer,
to Chief Executive Officer (Vlasich, 2015; Tomajan, 2012).
Topical Literature
To help frame the study and better understand the background of executive nurses, I will
provide a review of literature related to executive nursing. I will start by providing a topical
literature review. The topical review offers context related to core aspects of growth and
development of executive nurses. Next, I provide an overview of change and conflict
management in relation to executive nurses. Importantly, this section of the literature review
uncovers a variety of research, writing, and professional understandings on the stories of
executive nurses. It concludes by presenting an interpretation of leadership by executive nurses.
Although the initial purpose of the literature review was to develop a meaningful understanding
of executive nurses during times of change and conflict related to the “Triple Aim”, I was unable
to identify any research or writing specifically related to executive nurses during times of change
and conflict.
During the literature review process, I leveraged a broad range of resources to capture
relevant research and create a well-rounded understanding of executive nurses. My resources
included professional databases, along with numerous professional nursing and executive
leadership websites. Specifically, the key sources that were used during the research process
included: ProQuest, CINAHL, American Nurses Association, Sigma Theta Tau International,
PsycINFO (PsycNet), ScienceDirect, National Library of Congress Online, Emory University
Library databases, Alt-HealthWatch, and Google Scholar. During my research process, I found
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research related to executive nursing via peer-reviewed journal articles, scholarly texts, edited
books, and online sources. There were several terms and phrases that were used within my
literature search process to help focus and target specific concepts related to executive nurses.
These included but were not limited to: Nursing, executive nurse, leadership, executive
leadership development, nurse leadership efficacy, nurse empowerment, nurse power, nursing
leadership versus management, transformational leadership, conflict management, health system
leadership, and executive professional behavior.
To offer further guidance, my search process also included reviews of related subject
matter bibliographies to help me locate meaningful resources. It is important to note that my
research process was supported by ongoing consultation with librarians from both Augsburg
College and the University of St. Thomas. Beyond understanding historic foundations, I also
focused on current literature by reviewing contemporary books, peer-reviewed journals, and
articles that were closely connected to the research topic of executive nurses.
To better connect the literature to this study’s purpose, I have divided the core concepts
that were discovered during the research process into external and internal influencers of conflict
in executive nursing. Figure 1 below demonstrates the key layers of themes and illustrates how
the literature review section is arranged. Starting at the base, the literature review provides
foundational understandings on executive nurse development and the profession’s growth. It
then provides an overview of the context in which executive nurses’ work: This includes
descriptions of business and clinical interactions. It also includes a review of the rapidly
changing health system. Finally, it focuses inward and looks at experiential learning, dialectical
relationships, and transformational leadership.

29

Beyond themes, my review of the literature also revealed several gaps in research and
writing. Following the themes section, these gaps are defined and discussed. In the gaps section
I also identify areas where further research is required. After the gaps section, I review several
areas of tension and disagreement that existed within the literature. This final section involves a
process of comparing and contrasting the literature to gain a deeper appreciation for each
perspective involved. Ultimately, in the tensions section I define a need to better understand
several dimensions of executive nurses particularly during times of change and conflict.

Figure 1. Key themes discovered in the literature review on executive nurses
Themes in the Literature
As aforementioned, the literature review is divided between two main areas, external and
internal influencers of conflict. First, I explore research that is focused on external influencers of
conflict within executive nursing. In this section of the literature review, I cover areas related to
external experiences, intrapersonal interactions, and social forces encountered by executive
nurses. In contrast, in the second section I review literature related to internal leadership
influencers and interpersonal aspects of executive nurses. Specifically, I look at how
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experiences influence and shape thinking. I conclude with a review of transformational
leadership in regard to executive nursing.
External Leadership Influencers of Executive Nurses

Construction of Executive Nurse
To set the stage, it is important to understand the background of nursing and the rise of
executive nurses. As such, in the following section, I review background literature related to the
beginnings of executive nurse leadership. I also review traditional executive nurse development
trajectories to help better understand preparation related to managing change and conflict in
relation to the “Triple Aim”.
Executive nursing began during the Industrial Revolution. At this time, economically,
the world transitioned from individual to organizational contributions. This transition created a
social need to define business requirements, and, through this movement, clinical standards
began to develop. These requirements and standards had an immense impact over leaders in the
healthcare sector. In turn, executive nurses began to form and garner influence over followers.
During this period, organizations providing services like healthcare had a desire to improve their
production and better understand their workers (Van Wart, 2005). As a result, workforce
management within nursing came into focus and leadership development in nursing was born
(Gueutal & Stone, 2006). Contemporary leadership theory developed over the following
decades. In the beginning (1950s), leadership study was aimed at understanding the work
environment rather than leaders themselves. Over time, the focus shifted to understanding more
about individual behavior and human characteristics of leaders, specifically related to workoriented management and leadership skills (Bass & Stogdill, 1990; Miner, 2005; Yukl, 2005).
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At the frontlines of healthcare, executive nurses face a variety of challenges. When
nurses move from the frontlines into leadership positions, particularly within executive roles, it is
imperative that they are prepared to face national and international challenges (International
Council of Nurses [ICN], 2010). These skills reach beyond traditional nursing education and
influence the success of executive nurses functioning in business environments (Bernard, 2014).
According to nurse scholars, executive nursing is an area that requires training and
development (Bernard, 2014; Cronin, 1984; Fardellone & Click, 2013; Feldman, 2008; Vlasich,
2015). There is consensus that executive nurses require specific knowledge and abilities to help
them develop the skills to achieve; these skills include: interpersonal, technical, and conceptual
domains (Cronin, 1984; Fardellone & Click, 2013; Feldman, 2008; Hisar & Karadag, 2010;
Kerfoot, 2012). Furthermore, as an executive nurse leader, scholars identified the value of
building credibility and the importance of developing a positive reputation (Bennis, Spreitzer, &
Cummings, 2001; Goleman, Boyatzis, & McKee, 2002; Hisar & Karadag, 2010).
Based on contemporary nursing issues, researchers have started to study the
development, practices, and outcomes of executive nurses (Kouzes & Posner, 1999; McNeeseSmith, 1997). For instance, Kouzes and Posner (1999) explained that in order to truly
understand the impacts of executive nurses, outcomes should be evaluated at the individual and
the community level instead of at the aggregate national level. Scholars agree that these factors
are often studied and understood in isolation rather than in combination; they argue that using the
individual and community vantage points allows for a more holistic view of the leader and
creates a better understanding of executive leadership tactics and strategies (Kouzes & Posner,
1999; Hissar & Karadag, 2010).
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Executive development was studied by Hisar and Karadag (2010) using a qualitative
approach. Their study acknowledged the value of education-based implications at the
community and individual levels. In their study, they determined a specific set of professional
behaviors within a group of executive nurses working in the community and corporate settings
(Hisar & Karadag, 2010). Their study sampled 104 executive nurses. Demographic and
behavioral-based information were collected via a questionnaire and through the use of a
standardized tool called the Behavioral Inventory Form for Professionalism in Nursing (BIPN).
As a result, the survey defined professionalism scores for the executive nurses. Based on their
findings, recommendations for leadership development were constructed. The study provided
objective data recognizing the following as key behaviors of executive nurses: “value of social
capital and emotional competence”, “comprehending the speed of change”, “living in a global
economy”, and “finding meaning in a changing workplace” (Hisar & Karadag, 2010, p. 237).
Based on my review, scholars agreed that leadership is developed through experience
rather than inherited (Baggot, 2015; Bass & Stogdill, 1990; Bencivenga, 2002; Bennis &
Cummings, 2001; Bernard, 2014; Day, 2000; Gardner & Martinko, 1990; Goleman, et al. 2002;
Kanter, 1989). These scholars demonstrate that there is a connection between executive
leadership development, efficacy, and organizational outcomes (Bernard, 2014; Gardner &
Martinko, 1990; Kanter, 1989). Within the area of executive nurse leadership, scholars look
beyond nursing and draw from the broader context of business; Based on seminal work within
business leadership (Kanter, 1989; Kotter, 1990; Bennis & Nanus, 1985), a common theme
emerged within the literature regarding the contributing factors related to executive nurse
development, particularly at the executive level (Bernard, 2014; Danna & Porche 2009; Graham
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& Eleanor, 2008; Hisar & Karadag, 2010; Kerfoot, 2012; Leibold Sieloff, 2004; Potter, 2014;
Vlasich, 2015).
Business and Clinical Interactions of Executive nurses
Through my literature review, I noted that several nursing scholars (Chavasse, 1992;
Graham & Jack, 2008; Jeska, 1994; Kerfoot, 2012) leveraged business-oriented research to better
understand clinical leadership and aspects of executive nurse experiences. For instance, scholars
(Chavasse, 1992; Graham & Jack, 2008; Jeska) used qualitative research from Kanter (1989) to
understand high-level leaders working in large organizations. Kanter’s (1989) work was
important because it focused on the lived experiences of business leaders during challenging
situations. Similar to Kanter, numerous nursing researchers (Bernard, 2014; Danna & Porche
2009; Graham & Eleanor, 2008; Hisar & Karadag, 2010; Kerfoot, 2012; Leibold Sieloff, 2004;
Potter, 2014; Vlasich, 2015) appreciated Kanter’s (1989) approached understanding nursing
leadership through the lens of lived experiences. Appreciating lived experiences was important
because it connected with the basic idea that leaders operate above and below the surface of a
situation. Their feelings and inter-thoughts are lost if you approach interpretation at the
aggregate, high level. Moreover, deeper understandings are required to truly understand newly
created pathways and to push toward future innovative, truly breakthrough thinking.
There was also agreement that gaining scholastic credentials and skilled certifications
was critical to the success of leaders, particularly executive nurses; in addition, by pushing the
boundaries of scholastic ability, leaders create opportunities to think outside of the norm,
particularly during times of change (Bernard, 2014; Kanter, 1989; Kerfoot, 2012; Vlasich, 2015).
In line with Kanter (1989), many scholars (Danna & Porche 2009; Hisar & Karadag, 2010;
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Kotter, 1990; Jeska, 1994; Kerfoot, 2012; Leibold Sieloff, 2004) also indicated that developing a
strong reputation was beneficial to executive nurses. Gardner and Martinko (1990) agreed with
Kanter (1989) and offered additional attributes of successful leadership development in
executive nursing; these included: “physical vitality and stamina, intelligence, courage,
confidence, assertiveness, and flexibility” (Gardner & Martinko, 1990, p. 124). In further
agreement with Kanter (1989), Vlasich (2015) reviewed the area of global executive nursing
leadership and concluded that nurses are in an ideal position to address complex global health
challenges. She explained that as we prepare executive nurses, we expose assumptions and
accept realities related to meeting excessive demands based on high priority positions,
departments of health, corporate entities, and global healthcare business ventures (Vlasich,
2015).
Positional Power of the Executive Nurse
According to researchers, positional power, or power allotted based on influence in an
organization, is a critical component of executive nursing (Baggot, 2015; Fardellone & Click,
2013; Campbell, 2003; Chavasse, 1992; Germain & Cummings, 2010; Hage & Lorensen, 2005;
Kouzes & Posner, 1999; Leibold Sieloff, 2004; Sivasubramaniam et al., 2002; Tomajan, 2012).
Positional power has direct impact on an executive’s ability to build interpersonal trust, alliances,
and to get things done. For instance, when working toward the “Triple Aim”, an executive nurse
may face organizational pushback, related to procuring new equipment based on intense shortterm cost control. In this case, positional power can be leveraged to help influence decision
makers. This power would stem from the executive’s history of past successes and residual trust
from their colleagues, namely the Chief Executive and Finance Officers.
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As illustrated above, a key dimension of positional power is the ability to involve and
include others. Using a longitudinal study, Sivasubramaniam et al. (2002) helped to understand
the effects of team-based positional power. Over a four-month period, using a sample of 154
participants, their research demonstrated that effective organizational leadership requires
involvement and inclusion; in their eyes, inclusion directly involved “worker” and “leader”
collaboration, cooperation, and engagement (Sivasubramaniam et al., 2002). Researchers have
also found that effective executive nurses include their staff in workplace decision-making.
Moreover, when frontline and nurse managers are involved in the decision-making process,
scholars noted elevated motivation and better team alignment (Baggot, 2015; Chavasse, 1992;
Germain & Cummings, 2010). According to these scholars, executive nurses who include their
staff in decision-making are viewed as more capable and had a greater impact (Chavasse, 1992;
Germain & Cummings, 2010). They also found that worker performance was improved when
nursing staff felt empowered and were involved in key workplace decisions (Fardellone & Click,
2013; Chavasse, 1992; Germain & Cummings, 2010).
Coffman et al. (2002) also agreed that positional power is a key element within executive
leadership practice (Harland et al., 2005). In their study, Coffman et al. (2002) explained that
organizational structure has influence over power at the individual level. Organizational
structure and hierarchies within the healthcare system have been shown to affect nurses’ ability
to lead (Eisler & Potter, 2014). In support of this understanding, nursing scholars posit that
hierarchies can be productive or destructive to executive nurses (Eisler & Potter, 2014; Randle,
2003). On one hand, they are productive if they make the leader feel included as part of a larger
team; on the other hand, they are destructive if they make the leader feel less than the
organization as a whole (Eisler & Potter, 2014; Randle, 2003).
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According to Eisler and Potter (2014) “There is a difference between hierarchies of
domination, where accountability and respect flow only from the bottom up, and the hierarchies
of actualization of partnership-oriented cultures, where accountability and respect flow both
ways. As nursing managers will note, many of the demonstrated benefits of a partnership is
hierarchical and this has significant influence on an executive nurse and their ability to lead” (p.
12). Coffman et al. (2002) explain that leadership at the executive level is influenced by
relationships within hierarchical structures and that the ability to think innovatively is a product
of positional power. Eisler and Potter (2014) agreed with this notion and added that in
healthcare hierarchies, executive nurses feel empowered when they are allowed to contribute and
partake in the decision-making process. Researchers suggested that distributions of power
within organizations impact worker moral and organizational effectiveness (Walumbwa et al.,
2005; Wood & Winston, 2005). In addition, locus of control and self-management were seen as
fundamental within the nursing power continuum (Wood & Winston, 2005).
External Forces: A Rapidly Changing System and Executive Nurses
As aforementioned, the “Triple Aim” is focused on “Improving the experience of care,
improving the health of populations, and reducing per capita costs of healthcare” (Berwick,
Nolan, & Whittington, 2008, p. 89). According to Berwick, Nolan, & Whittington (2008), in
relation to understanding how executive nurses manage conflict during times of change related to
the “Triple Aim”, they explain that the components of the “Triple Aim” are interdependent. In
some situations, changes to one area or aim can impact the other two areas, negatively or
positively. In some cases, actions can both reduce costs and improve outcomes; in other cases,
costs may increase and outcomes may faultier. Moreover, timing is hard to predict, execution
and outcomes may be years or even decades apart from one another.
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Berwick et al. (2008) explain that executive nurses pursuing the “Triple Aim” face policy
constraints. Many times, decisions about finance and coverage trump their desire to act. They
express that internal influencers, like ethics, are often ignored in order to promote the highest
profit despite the cost to population health. They state, “We believe there should be the promise
of equity; the gain in health in one subpopulation ought not to be achieved at the expense of
another subpopulation” (Berwick, Nolan, & Whittington, 2008, p. 94). This dynamic creates a
situation for external conflict for executive nurses.
Executive nurses are faced with taking charge of hospitals and other health systems. This
involves taking on current marketplace forces and payment incentives. Based on current
research, executive nurses juggle creating revenue, the “Triple Aim”, and external conflicts.
Specifically, the research explains that health systems may try to create occupancy and grow
services, although the efforts offer no real net benefit to population health; and in some cases
create greater cost with no quality improvement (Berwick, Nolan, & Whittington, 2008).
Berwick, Nolan, & Whittington (2008) posit, “Most hospitals seem to believe that they can
protect profits best by protecting and increasing revenues. Higher efficiency in local production
can help, too, but systemic efficiencies that reduce revenues or admission rates are threats to
profit.” (p. 38).
According to Whittington et al. (2015), there are two key drivers that helped move the
“Triple Aim” forward. First, because the Institute for Healthcare Improvement’s (IHI) drove it
into most large health-based organizations; and second, because it was integrated as part of the
national strategy for U.S. healthcare, during the execution of the Patient Protection and
Affordable Care Act of 2010. According to Whittington et al. (2015), “Even those organizations
working on the “Triple Aim” before IHI coined the term found the concept to be useful because
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it helped them think about all 3 dimensions at once and organize their work around them” (p.
36).
Whittington et al. (2015) worked with numerous organizations and communities to better
understand the impact of the “Triple Aim”. Based on seven years of investigation, they
discovered why some created headway and others stalled. They learned that materializing on the
“Triple Aim” entailed three key components: “Creating the right foundation for population
management, managing services at scale for the population, establishing a learning system to
drive and sustain the work over time” (p. 32). They also discovered that executive nurses were
part of the initial cohort of conveners related to execution of the “Triple Aim”. They explain that
the key to the successful growth of the concept was founded on organizations and communities
along with “small, core group of leaders who understood the needs of a population or
populations and were willing to use their personal influence to attract other leaders to initiate the
process and then expand” (p.32).
According to Koslov et al. (2016), health systems, particularly academic health centers
have numerous challenges to overcome when trying to accomplish the “Triple Aim”. They
specifically call out issues that executive nurses will face. They explain that competing demands
between academic and clinical priorities, complex governance structures, and a focus on the
success of individual departments rather than improvement of the population are significant. In
combination, these external factors of change are relating to substantial conflict in health systems
across the U.S. The purpose of this study was to better understand the impact on executive
nurses.
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Internal Leadership Influencers of Executive nurses
Experiential Learning
Personal and professional experiences are said to influence cognition, and, in turn,
decision making (Laske, 2015; Michelson, 2015; Torrance et al., 1989). Dialectical thinking is a
way that people attempt to comprehend experiences and phenomena through cognitive
reasoning. This type of thought process is particularly important for executive nurses because it
is used to evaluate situations of change by interpreting patterns, assumptions, and using
categorical thinking. The dialectical process is focused on reasoning to evaluate change while
looking at situations in totality and relationships of the effective parts.
The healthcare industry is experiencing significant change resulting in challenging
situations for system leaders, including executive nurses. As such, executive nurses require a
keen ability to use dialectical thinking. Dialectical thinking is framed by a transformationoriented mindset or paradigm which involves interactive, coordinated, and constitutive
relationships. According to Torrance et al. (1989), dialectical thinking is made up of Basseche’s
24 schemata or “moves in thought” which reflect different aspects of the dialectical worldview
(p.106). They explain that there are four key categories of schemata. The dialectical worldview
is important to executive nurses, because it assumes that reality is made up of processes of
change that move old forms of thinking out, allowing new emergent forms to take shape
(Torrance et al., 1989).
Basseches' (2005) work on dialectical thinking provides change management, adult
learning, and leadership insights. He explains that dialectical thinking can be used as an
approach toward integration. According to Basseches, dialectical thinking involves connections
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between things. It evaluates relationships to understand if they are in “constitutive relationships”
which are static and interdependent; or, in contrast, “interactive” relationships which are
dynamic (p. 51). Executive nurses navigate both types of relationships. They require health
systems to exist, placing them in a static “constitutive” relationship. Alternatively, ever
changing populations, healthcare policy, and other executive interactions represent dynamic,
“interactive” relationships. They are consistently evolving, changing as time moves forward.
Dialectical thinking is important because it shapes the experiences and worldview of executive
nurses.
Experiences are a fundamental component of dialectical thinking for executive nurses
because past encounters and emotions are used for current thoughts and decision making.
Michelson (2015) explains that dialectical thinking and experiential learning are intimately
connected. Her research has focused on adult learning and dialectic thinking with an emphasis
on experiences. Specifically, she looks at the influence of experiential learning on social justice,
gender, and knowledge development. Michelson explores adult learning through the lens of the
‘experiential learner’ to understand how experiences transform into usable knowledge. Using
work from Dewey, Michelson explains that a person’s actions do not happen in a vacuum, but
instead have a domino effect of worldly influence. She explains that the world does not hold still
as people make decisions and take action; moreover, whether or not a person is aware, their
actions are closely interconnected within a complex web. Based on this understanding,
executive nurses must reflect as they face challenging situations related to change and conflict.
Importantly, they must navigate the complexities of interrelationships while leveraging their
experiences to drive toward their goals.
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Transformational Leadership and Executive Nurses
As demonstrated above, experiential learning, dialectical thinking, and transformational
leadership are closely related. Transformational leadership was a concept frequently referred to
within the research on executive nurses; more specifically, researchers agreed that
transformational leadership is central to executive nurses during times of change and conflict
(Baggot, 2015; Bernard, 2014; Cronin, 1984; Hutchinson & Jackson, 2013; McDaniel &
DiBella‐McCarthy, 2012; Podsakoff et al., 1990). The idea of transformational, and in contrast
transactional leadership developed in the 1970s (Podsakoff et al., 1990). Transactional
leadership focuses on daily exchanges, tactics, and day-to-day operations (Podsakoff et al.,
1990). The goals of transactional leaders often focus on daily production, output volumes, and
task completion. In contrast, transformational leaders are focused on strategy, future outcomes,
and ultimately tomorrow rather than today (Baggot, 2015; Hutchinson & Jackson, 2013;
Podsakoff et al., 1990).
Nursing scholars (Pearson, 2014) have offered information that shows applicability of
transformational leadership within executive nursing, particularly in relation to other business
research. Kotter is a well-respected business researcher who has studied leadership and was
regularly referred to within nursing literature (Pearson, 2014; Hisar & Karadag, 2010; Jeska,
1995). Kotter’s (2012) thoughts on transformational leadership connected closely with thoughts
of nursing scholars (Pearson, 2014; Jeska, 1995). For instance, the pitfalls that executive nurses
face during key times of transformation are synonymous with other business leaders. More
specifically, during times of change, executive leaders are generally faced with a desire to rush
processes, skip key steps, and in some cases a failure to appreciate the time necessary for
positive transformation (Kotter, 1995). Based on the current speed of change, Kotter (2012)
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maintained that transformational leadership and the related understandings are even more
relevant in today’s society than in the past. Although Kotter’s premise was aimed at a broad
business audience, it has implications for executive nurses working within a rapidly evolving
health system (Hisar & Karadag, 2010; Jeska, 1995).
Harland et al. (2005) supported the idea that inclusion is an important aspect of
transformational leadership. Using a sample of 150 part-time MBA students from a variety of
undergraduate backgrounds, including nursing, Harland et al. (2005) assessed the leader-follower
relationship. They explained that transformational leadership is multidimensional and includes:
“Attributed Charisma, Idealized Influence, Inspirational Motivation, Intellectual Stimulation, and
Individualized Consideration” (Harland et al., 2005, p. 13). These dimensions are important to
executive nurses at the helm of healthcare organizations. As such, these dimensions have also
been identified by nursing scholars when examining nurse leaders (Baggot, 2015; Bernard, 2014;
Gray & Thomas, 2006; Hutchinson & Jackson, 2013; McDaniel & DiBella‐McCarthy, 2012;
O’Connell, 2008; Levett-Jones et al., 2011).
Kotter (2012) emphasized that transformation is a dynamic process rather than an event.
This suggests that executive nurses must be continuously engaged and focused. Kotter explains
that each building stage takes time, change does not occur quickly, and that skipping steps is
likely to result in failure (Kotter, 2012). He noted that even the most capable and inspired leader
can make errors. He also emphasized the need for a team, for a plan, and for a vision (Kotter,
2012). According to Podsakoff et al. (1990), transformational leadership in nursing should be
underlined by compassion, relationships, integrity, performance, and innovation. In addition,
they explained that transformational leadership is dedicated to inspiring others towards a
common vision, helping teams connect with an organizational mission, and enabling workers to

43

succeed (Podsakoff et al., 1990). This is particularly important for executive nurses because
according to the research, transformational leaders work to help others do their life’s best work
(Podsakoff et al., 1990).
Tensions in the Literature
Although literature reviews are a valuable tool in the synthesis of evidence, they should
be interpreted with caution. There has been a sharp rise in nursing and leadership research
published over the past few decades; this has led to an increase in contradictory results and
misaligned conclusions stemming from differences in primary study sources, the use of differing
literature search approaches, research styles, and population variations. As such, tension has
surfaced between scholars studying similar areas for different purposes. The misalignment of
results has created difficulties for people evaluating healthcare leadership, particularly decisionmakers. In my review of the literature, I found the following tensions: A lack of agreement about
what defines transformational nurse leadership, the significance of nursing management in
relation to nursing leadership, and the aspects of positional power within executive nurse
leadership.
Defining Transformational Nursing Leadership
Although there is common agreement that transformational leadership is different from
transactional leadership, there is tension about impact and influence of transformational
leadership in practice. Recent nursing literature has provided noteworthy debate related to
transformational leadership (Baggot, 2015; Hutchinson & Jackson, 2013; Podsakoff et al., 1990).
There are four distinct views on defining transformational nursing leadership. First, Hutchinson
and Jackson (2013) question whether transformational leadership exists in nursing leadership.
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They argue that all definitions of transformational leadership in nursing are misunderstood
because there has never been objective measurement. They state, “There has been little critical
review of the model and the commonly used assessment instruments used to measure
transformational leadership” (Hutchinson & Jackson, 2013, p. 15). As a result, they advocate for
embracing new ways of thinking about transformational nursing leadership (Hutchinson &
Jackson, 2013).
Baggot (2015), on the other hand, explained that transformational leadership in nursing
exists and is measured at the individual level (Baggot, 2015). This view considers factors like
personal interactions, relationships, and interpersonal communications (Baggot, 2015). This
perspective leverages follower feedback as a proxy to understand leadership efficacy.
Alternatively, Podsakoff et al. (1990) suggested that transformational leadership is defined
through organizational outcomes. This view proposes that transformational leaders generate
results that can be measured through organizational outcomes (Podsakoff et al., 1990). These
include factors like overall staff satisfaction and group results aggregated to the organizational
level. Lastly, some scholars believe that only the leader themselves can define the value of
transformational leadership based on their personal experiences and the related outcomes
(Bernard, 2014; Day, 2000).
In relation to executive nursing, transformational leadership has the ability to help
navigate change and conflict. For instance, executive nurses that are facing changes based on
shrinking budgets require a leadership style that supports interpersonal communications and
strong trusting relationships. As such, when executive nurses deliver sensitive information about
changes in patient programs, having a transformational leadership style has the potential to offset
conflict.

45

Contrasting Nursing Management and Executive Nursing
Over the past twenty years, there has been debate about the differences and similarities
between leadership and management (Kotter, 1990). Moreover, there has been tension related to
the significance of nursing management versus nursing leadership in healthcare organizations
(McNeese-Smith, 1997; Kotter, 1990; Potter, 2014; Randle, 2003). This debate impacts the
scope of executive nurses and has influence on definitions. On one hand, scholars argue that
management and leadership are mutually exclusive (Kotter, 1990; McNeese-Smith, 1997;
Martinko & Gardner, 1990). These scholars posit that the role of the manager and leader
necessitate differing beliefs and qualities (Kotter, 1990; Yukl & Lepsinger, 2005). These
scholars contend that management values focus on day-to-day operations, workforce control, and
team stability; In contrast, leadership is concerned with future planning, strategy, and workforce
modernization (Kotter, 1990; Yukl & Lepsinger, 2005). Furthermore, scholars explained,
management is focused on practical application, analysis of current performance, and balance,
whereas, leadership is focused on vision, creativity, and emotion (Yukl & Lepsinger, 2005).
According to Kotter (1990), managers tend to focus on creating stability and order. In
contrast, leaders focus on producing organizational transformation. He argued that both the
manager and leader are needed; However, issues transpire if a proper equilibrium between the
roles is not preserved. More specifically, he explained that if the managing role is overweight it
can hinder innovation and creativity, generating an organization deprived of meaning and
mission. He also explained that over emphasis on leadership can disturb direction and create
unrealistic expectations.
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Kotter (1990) explained the significance of leadership and management relies on context.
As a business grows and becomes more complex, management must become more important
(Kotter, 1990). In times of uncertainty, conflict, and/or change, good leadership is imperative.
Kotter (1990) explained that both leadership and management skills are equally essential for
executives. This is particularly true in larger businesses working within changing and
challenging environments (Kotter, 1990).
In contrast to the perspectives listed above, there is research that suggests that managers
and leaders are not mutually exclusive and can exist within a single individual. Organizations
that identify managers positively appreciate the idea that leadership and management are
interconnected and dynamically oriented; for example, an individual’s leadership skills help
them to define strategy and their management skills guide their strategy through execution
(McNeese-Smith, 1997). These scholars (McNeese-Smith, 1997; Martinko & Gardner, 1990)
explained that people can possess skills within both areas. Potter (2014) argued that the past
interpretations and research of leadership and management in combination have provided vague
explanations. She felt interconnections between leadership and management, and importantly,
the flexibility between these roles related to organizational effectiveness drives success in
nursing leadership (Potter, 2014). Recent research offered fresh perspectives that leverage the
flexible leadership model in order to create new understandings (McNeese-Smith, 1997; Potter,
2014). The flexible leadership model advances the current perceptions of leadership and builds
on previous philosophies of leadership in management and organizational development (Yukl &
Lepsinger, 2005).
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Positional Power and Executive Nurses
Researchers have thoroughly investigated power in nursing (Bradbury-Jones, Sambrook,
& Irvine, 2008; Campbell, 2003; Chavasse, 1992; Germain & Cummings, 2010; Hage &
Lorensen, 2005; Hughes, Carryer, & White, 2015; Kouzes & Posner, 1999; Leibold Sieloff,
2004; Tomajan, 2012); however, researchers disagree about the details regarding positional
power of nurse leaders (Campbell, 2003; Chavasse, 1992; Fletcher, 2006; Germain &
Cummings, 2010; Hage & Lorensen, 2005; Hughes, Carryer, & White, 2015; Kouzes & Posner,
1999). Scholars describe three main areas of tension related to positional power within nursing
leadership: First, some scholars argue that entry to practice has caused significant impact on the
power of nursing as a profession. Fletcher (2006) explained, “One of our issues that impacts on
our power is entry to practice, which is one of our most unrelenting internal challenges and
sources of conflict” (p. 234). This issue impacts how nurses find their way to executive
positions. According to the American Nursing Association (ANA), practice entry requirements
are not standardized and vary by state (Smith, 2010). This creates fragmentation and challenge in
how entry level nurses plan their careers and gain access to positional power.
Adding to the tension related to positional power, three theoretical frameworks offer
differing interpretations. These frameworks include: critical social theory, which applies
knowledge from the social sciences and humanities to critique society and culture; organizational
theory which involves several frameworks that leverage social units made up of people
structured to meet a need or goal; and social psychological theory which involves social learning
that is controlled by environmental influences (Bradbury-Jones et al., 2008). Recently, an
additional “post-structural” framework has been proposed (Bradbury-Jones, et al., 2008).
According to Bradbury-Jones, et al. (2008) this framework offers the means to analyze power in
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executive nursing. This aligns with Foucault (1995) who explains, “in a post-structural approach
it is held that power is exercised rather than possessed” (Foucault 1995, p. 26). Bradbury-Jones
et al. explained, “Power is an important issue in nursing practice but is a contested concept with
a diversity of interpretations.” (p. 148).
Using the social psychological perspective, some scholars (Eisler & Potter, 2014; Randle,
2003) offer an alternative perspective; they posit that self-awareness and self-esteem are at the
root of an executive nurse’s positional power. Randle (2003) conducted a five-year longitudinal
study that involved hundreds of nursing students; she explained that issues of self-esteem,
namely increased anxiety and depression begin in nursing school. She explained, “Students
often leave their nurse training with lower self-esteem than when they started” (Eisler & Potter,
2014, p. 4). This study sheds important light on the development of executive nurse leaders. It
suggests that early-on executive nurses are paralyzed by issues of oppression. It also shows that
their experiences teach them to accept rather than to challenge systems in control. Eisler and
Potter (2014) question how nurses should be expected to be full partners while leading in an
environment that fosters professional oppression. Campbell (2003) explained that positional
power is fundamentally a progression arising from appreciating other individuals. She felt that
people need to value themselves in order to value others (Campbell, 2003).
Gaps in the Literature
Currently, there are several gaps in the literature related to executive nursing: First, there
is a lack of understanding related to what constitutes effective behavior of nurse leaders during
times of change and conflict. Although the work of executive nurses often has direct impact on
individuals, communities, and population health; what behaviors are common and desirable
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during times of conflict and change has not been explored. Second, there is a gap in
understanding about how nursing leadership efficacy should be measured. Third, there has been
no exploration of the role of critical reflection or mindfulness within executive nursing.
Although these three gaps in the literature exist, the purpose of this study was to understand how
executive nurses manage conflict during times of change related to the “Triple Aim”. As such, it
will only address the first gap identified above, specifically addressing common and desirable
behaviors during times of conflict and change.
Change, Conflict, and Specific Behaviors of Executive Nurses
Behavior of executive nurses is an area that has not been fully examined. Currently there
is a gap in the literature related to what constitutes as effective executive nurse behavior,
particularly during times of conflict and change. To influence current action and shape the future
of the profession, it is important to understand how executive nurses act, treat each other, and
behave during conflict and times of change (Baggot, 2015; Fardellone & Click, 2013;
Hutchinson & Jackson, 2013). According to Fardellone and Click (2013), “Evaluating the
leadership behaviors of clinical nurses may provide insight into the current state of leadership
skills that may be affecting patient outcomes. This information may be utilized to strengthen
leadership competency development programs” (p. 48).
Unlike executive nursing, within areas like human services and business, scholarship has
been developed and specific competencies have been agreed upon (Bass & Stogdill, 1990;
Bencivenga, 2002; Epstein, 1999; Gueutal & Stone, 2006; Harland, Harrison, Jones, & ReiterPalmon, 2005; Kanter, 1989; Miner, 2005). In contrast, nursing management and leadership
have not been distinctly identified and within the professional literature, there is a “growing lack
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of distention” (Baggot, 2015, p. 55). Because of the rapidly changing healthcare system,
understanding the specific competencies that serve nurse leaders while negotiating the system
has become increasingly important (Baggot, 2015).
Although some scholars suggest that individual characteristics define leadership
behaviors, the specific behaviors that executive nurses exhibit during times of conflict and
change are not well represented (Bass & Stogdill, 1990; Podsakoff et al., 1990; Bencivenga,
2002; Harland et al., 2005). Other scholars (Matthews, 2012; Wood & Winston, 2005) suggest
that leadership behavior is a product of organizational culture, but their descriptions are vague
and fail to include change and/or conflict. Fray and Sieloff (1995) created a tool to measure
individual behavior of nurse leaders but realized this excluded important factors related to group
influence. As a result, their research moved away from measuring individual behavior and
started to capture aggregated organizational and group behavior.
Clear Measurement of Executive Nurses
The Institute of Medicine acknowledged the gap related to understanding executive nurse
behaviors and suggests that detailed measurement is the underlying cause (Baggot, 2015). In
2004, they identified a need for the application of transformational leadership into nursing and
explained that the application within nursing had the potential to enhance patient safety (Baggot,
2015). They advised that although transformational leadership could be powerful, what exactly
transformational nurse leaders do strategically and tactically, related to their actions “remains
vague” (Baggot, 2015, p. 137).
Within the area of transformational leadership, Baggot (2015) suggests that executive
nurses working in health systems should focus on strategic initiatives, patient health, and well-
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being, but this has not been properly measured. Hutchinson and Jackson (2013) agreed with
these findings and added that executive nurse efficacy is positioned as an essential factor in
achieving optimal patient outcomes and workplace enhancement but is currently not well
understood or measured. They explained that over the past twenty years, research on leadership
within nursing has been dominated by the concept of transformational leadership but has never
been accurately quantified (Hutchinson & Jackson, 2013).
Critical Reflection and Mindfulness within Executive Nursing
Currently, there are gaps in the literature related to mindfulness, transformational
leadership, and critical reflection within executive nursing. Through this study, I explored the
idea of critical reflection and mindfulness as potential internal influencers of executive nurses;
however, I addressed critical reflection based on its importance. Critical reflection within
leadership is a concept that has been commonly associated with positive outcomes, particularly
in education (Brookfield, 2008; Day, 2000; Reeves, 2015). Recently, business, social services,
and other disciplines have started to adopt and understand the value of critical reflection
(Brookfield, 2008; Day, 2000; Reeves, 2015). Within practice, critical reflection and mindfulness
are practices that holistically allow leaders to connect with themselves, their environment, and
others.
More broadly, within executive leadership, mindfulness has been studied and shown to
create increased effectiveness (Sethi, 2009). Mindfulness is a key leadership competency
according to Sethi (2009). According to Epstein (1999), successful leaders are critically
reflective and mindful of interdependence and their emotions (1999). Based on the literature,
critical reflection and mindfulness practice enable practitioners to think outside the box and
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enhance their understandings of others while better understanding themselves (Day, 2000;
Epstein, 1999; Sethi, 2009). This is particularly important to executive nurses but poorly
understood.
The broader literature on critical reflection noted, “Efficacious leaders make adjustments
in real time, and then after action and in anticipation of the next actions. This deep reflection
requires deliberate and conscious focusing on performance, available resources, tools, and
leadership strategies” (Sethi, 2009, p. 14). Based on the challenge that nurse leaders face during
times of change and conflict, critical reflection and mindfulness could prove to be a useful
practice. Although there is research and writing related to critical reflection within the nursing
profession, this literature is focused on aspects of patient care rather than nursing leadership and
importantly leadership at the executive level (O’Connell, 2008; Levett-Jones et al., 2011; Grey &
Thomas, 2006).
In conclusion, based on the available literature, several opportunities to better understand
executive nurse practice have been identified. When thinking specifically about executive nurses
working through change and conflict, there are even greater opportunities. The tensions and
gaps that were identified in the final section of the topical literature review indicate that change
is happening within nursing and the broader healthcare landscape. As such, the identified gaps
can act as openings for further understandings related to executive nurses. Through my review of
the literature, the opportunity for future research and understanding is clear; based on the
massive change in play, this opportunity provides a chance to not only enhance leadership within
executive nursing, but in turn, enhance the entire global healthcare system.
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Relevant Theoretical Frameworks
Theories are generalizations about phenomenon attempting to explain how or why things
happen. At least implicitly, most thoughts, statements, descriptions, and general explanations are
theory-based. Through my exploration of the literature on executive nursing, several theories
and concepts emerged. The emerging theories represented three key domains: Nursing
scholarship, leadership scholarship, and business scholarship; by distilling my findings, I was
able to identify the most relevant theoretical frameworks and concepts from each domain. This
section describes the resulting theories and concepts. It is divided into three parts: first,
traditional leadership theories, second, style theories, and finally, innovative theories. The first
part of this section will cover foundational theories and concepts of leadership; whereas, the final
part will offer new thoughts, alternative concepts, and innovative theories. More specifically, the
third part will involve the application of theories from sociology and philosophy to provoke
breakthrough thinking and help move past traditional boundaries. The purpose of the third part is
to create pathways to shift the current paradigm and offer new professional potential. Moreover,
these theories are used to construct the conceptual framework used to analyze this study’s
findings.
Traditional Leadership Theories and Concepts
Trait theory. According to scholars (Lee, 2005), early writing about leadership was
focused on trait theory. This theory was created during the early to middle 1900s. Trait theory
assumes that leaders are born with traits that are particularly suited to leadership (Antonakis,
2004). Within the literature regarding trait theory, scholars (Antonakis, 2004; Lee, 2005; Nova,
2007) frequently referred to the “great man theory” as being seminal to understanding the origins
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of leadership scholarship. This was important to nursing leadership, because at the time, nursing
was made up almost entirely of women and the theory created a social assumption that men were
superior leaders. Moreover, the theory was shaped by studying male leaders (Antonakis, 2004;
Lee, 2005). This created a challenge for nursing because women were excluded from the
research and were not defined as born leaders with inherited abilities and traits being particularly
suited to leadership (Antonakis, 2004).
Behavioral theory. Over time, trait theory became more inclusive and focused on
behavior; for instance, McCall and Lombardo (1983) found four principal traits of executive
nurses: staying calm under pressure, admitting errors, persuading others without resorting to
negative or coercive tactics, and being an expert in a broad range of areas rather than having a
narrow-minded approach. Further countering the view that leaders are born, other theorists
(Burke & Collins, 2005; Krames, 2003; Segil, 2002) believed leadership traits could be learned
and developed through individual effort. Stogdill (1974) contested the “great man theory” and
reviewed hundreds of studies performed between 1949 and 1970 to discover that common
understanding lacked an inclusive and accurate view of leadership. This caused him to push
researchers to reevaluate the relevance and explore alternative views on leadership.
Based on Stogdill’s (1974) work, behavioral theory emerged assuming that leaders are
made, not born. According to Stogdill (1974) anyone can learn to be a leader. In contrast to
studying competences or inherent traits, behavioral theorists study leaders’ actions (Hersey &
Blanchard, 1999). Looking beyond basic physical assessments to understand ability, after
Stogdill (1974), behavioral theorists started looking for actions and later emotions to define
leadership (Hersey & Blanchard, 1999; Segil, 2002).
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Over the last forty years, behavioral theory has had significant influence in understanding
nursing leadership (Bradbury-Jones et al., 2008; Fardellone & Click, 2013; Feldman, 2008;
Upenieks, 2002). Learnings from behavioral theorists helped identify and understand locus of
control, personal ambition, confidence, emotional intelligence, and self-control within executive
nursing leadership (Bass & Stogdill, 1990; Feldman, 2008). These understandings were useful in
defining current nursing practice and professional leadership (Bradbury-Jones et al., 2008;
Fardellone & Click, 2013; Feldman, 2008).
Recently, behavioral theory transitioned from the individual level to encompassing
organizations (Vlasich, 2015). More specifically, Kanter’s (1989) theory of organizational
behavior moved the focus from the individual nurse to the group and professional levels; this
provided a wider conceptual framework to study executive nurses (Bencivenga, 2002; Upenieks,
2002). Kanter (1989) proposed that organizational behavior impacts individual outcomes.
Along those lines, research from Miner (2005) supported the idea that organizational
behavior has a direct impact on executive nurse motivation and leadership success within
corporate settings. Nursing scholars (Bencivenga, 2002; Laschinger et al., 2012; Upenieks,
2002) identified leadership effectiveness as being linked to organizational behavior based on
access to: opportunity, resources, information, and power in the work setting. Nurse leaders with
more access were shown to feel more empowered, have enhanced self-esteem, and produce
greater overall organizational success (Bencivenga, 2002; Laschinger et al., 1999; Upenieks,
2002). Also, strong central organizational beliefs and values are considered core attributes in
stimulating staff within today’s economically oriented environment (Hughes, Carryer, & White,
2015).
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Style Theories of Leadership
Group-and-exchange theory of leadership. Style theories were developed in the mid1950s in response to the limitations of trait theory. As opposed to the earlier notion of
leadership, style theorists concentrated on leaders relational actions within contextual
frameworks (Antonakis, 2004; Blake & Mouton, 1985; Lee, 2005; Van Wart, 2005). According
to group-and-exchange theorists (Antonakis, 2004; Lee, 2005; Van Wart, 2005) satisfactory
performance of leadership requires the leader to undertake and establish an effective relationship
with those being led. Context plays an important role within group-and-exchange leadership
theory; according to nursing scholars (Feldman, 2008; Hisar & Karadag, 2010; Leibold Sieloff,
2004) executive leaders are required to comprehend and apply aspects of the group and work
environment in their actions to influence positive leadership outcomes.
Blake and Mouton (1985) created a managerial grid to illustrate style theory. Their grid
offered four quadrants that represent five distinct styles of leadership; each quadrant in the grid
defines a leader’s ability to either produce an output or engage with others by considering
concern for the task versus focus on relationships (Blake & Mouton, 1985). As a result of their
research they found that the “team” style of leadership, offers an ideal state of balance between a
high level of production and relationships. According to Blake and Mouton (1985) the “team”
style of leadership often leads to overall satisfaction in practice. As such, it is important within
executive nursing because it offers an avenue to combat conflict that results from change and
challenge (Glanz, 2002; Turner & Müller, 2005). Blake and Mouton’s (1985) research
demonstrated that executive nurses who maintain a thoughtful devotion to the requirements of
interactions, relationships, and people, lead teams toward greater satisfaction, and in turn,
productivity (Turner & Müller, 2005).
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Situational-contingency leadership theory. Making a positive impact in the business
world requires strong leaders with the ability to motivate and direct organizations and people
based on rapidly changing situations. Situational-contingency leadership theory surfaced in the
late 1960s and early 1970s (Feldman, 2008). Seminal researchers (Buckingham & Clifton, 2001;
Himsel, 2004; Northouse, 2011) involved in the development of this theory demonstrated that
leadership efficacy is situational and is contingent on a balanced relationship between leader
maturity, interpersonal skills, focus on the task, and facilitation of resources.
This theoretical approach maintains that effective leadership relies on the level of respect
and trust between leaders and followers in a specific context. Situational-contingency theory
within executive nursing is focused on interaction in the healthcare environment (Baggot, 2015;
Bernard, 2014; Vlasich, 2015). Within situational-contingency theory, authors (Baggot, 2015;
Bernard, 2014; Hersey & Blanchard, 1999; Vlasich, 2015) paid particular attention to managing
the context, goal setting, and giving direction. Application of positional and influential power
was also important because it revealed a leader’s capacity to exhibit influence and to provide
inspiration (Glanz, 2002).
The concept of “leadership DNA” within situation-contingency theory was central to
understanding executive nursing leadership (Glaser, 2006, p. 6). Glaser (2006) developed the
concept to help understand and define the dynamics of leadership based on similarities and
variations in styles of leaders and organizational behavior. According to Glaser (2006),
circumstances (contingencies) are best negotiated by leaders when there is a match between their
“leadership DNA”, the culture of the organization, and the people involved. Glaser (2006)
created seven coupled definitions to label the ways that organizations react.

58

Executive nurses work within a complex system where “leadership DNA” is expressed
through each communication and action (Glaser, 2006; Vlasich, 2015). They are navigating
politically charged conversations while catering to consistently shifting demands. Based on the
circumstances of their environment, this concept suggests that their genes adapt based on
interactions with other people and the organization itself. At this time, there is no research in
this area; this is particularly important to note because of the rising political influence of
executive nurses and because of their involvement within new practice creation, ethical
engagement, and standards of care. Glaser (2006) posits that “leadership DNA” should be part
of the broader conversation representing the key characteristics of the 21st century executive
nurse leader. She suggests that through this connection, nurse leaders are better equipped to
communicate their needs and move the conversation of leadership forward while representing
new practices, ethics, and codes of conduct (Glaser, 2006).
New Ways of Thinking
Being an executive nurse leader in current times offers a great deal of opportunity and
challenge. Reflecting on current research, there is interplay between traditional concepts and
emerging professional themes. Due to the limited research focusing on executive nurses during
times of change and conflict, a study on this topic is relevant and important. A qualitative study
considering executive nurses’ experiences and feelings while being theoretically-based is
important because it provides new professional knowledge using a multidimensional approach.
By anchoring the experiences of executive nurses to theory, gaps in understanding were filled.
This section connects innovative theories from Shiva (2005) and Zweig (2012) in relation to
executive nurses. It also offers deeper philosophic thoughts from Plato to create a thematic
concept further guiding understanding of the lived experience (Duarte, 2012). Based on the
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learnings gathered through this study, the purpose of this section is to explore new ways of
thinking by applying alternative theories and concepts to executive nursing.
Based on the semi-structured interviews, workplace observations, and materials
reviewed, the diagram below outlines the dilemma faced by executive nurses. It shows social
beliefs and deep philosophic undertones that were present. The next layer describes changes
within the healthcare system. These changes are positioned to be at the core of executive nurse
practice. The diagram details channels where executive nurses must navigate potential conflict
as they encounter class-oriented issues (Zweig, 2012), corporate power, and structures of control
(Shiva, 2005). The top of the diagram frames the executive nurse dilemma. This section details
potential questions considered by executive nurses related to: population health, patient
experience, and reducing cost win the context of the conceptual framework outlined in Figure 2.

Figure 2. Key theories and the framework for the phenomenon at play.
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Class Theory. The foundations of class theory were laid by Marx and Engels (1967)
who famously characterized the state in the following terms: “The executive of the modern state
is but a committee for managing the common affairs of the whole bourgeoisie” (Marx & Engels,
1967, p. 82). More recently, Wolff & Zacharias (2007) offer an alternative approach to
understanding executive nurses working within healthcare organizations using social classes.
They suggest that we should be identifying the people in control of key healthcare corporations
within the capitalist class (Wolff & Zacharias, 2007). These controllers are typically non-nurses
and have a focus on profitability.
Zweig (2012) utilized class theory to understand the nature of the social classes in
modern society. Zweig argued that within society, there are a number of classes. Some of these
classes included: ruling, capitalist, middle, working, and small business owners. Within this
study, the most relevant classes included the capitalist (top), middle, and working classes
(bottom). The capitalist class consists of top executives. According to Zweig (2012), the
capitalist class equals an estimated two percent of the total labor force, yet they also control a
majority of the world’s resources; he explained that the remaining population fell into the middle
or working classes.
The working class includes people with the least amount of control. Based on my
investigation, the working class was identified as nurses with minimal work-based power. This
included floor, telephonic, and community-health nurses. The working class nurses included all
varieties of people, men and women, all races, nationalities, and sexual preferences (Zweig,
2012). Working class nurses had minimal control over their duties, work hours, and were tightly
controlled by their supervisors via policies, protocols, and procedures. Working class nurses
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within the companies I studied made up the majority of the employees within the executive
nurses organizational structures.
According to Zweig (2012), the middle class is a broad category that includes
professionals, small-business owners, managerial and supervisory employees. He describes the
middle class as inhabiting the space between the working and capitalist classes in society. He
explains that they share features of both the working class and corporate classes. In my
investigation, I would classify nurse managers and directors of nursing as being professionals in
the middle class. Based on my interactions within the organizations, I observed these nurses as
taking orders from the executive nurses and translating the messages to the frontlines. As such,
these nurses are often caught in the middle of the crossfire between workers and capitalists.
Zweig (2012) explains that in contrast to the working and middle classes, the capitalist
class consist of corporate elite, senior executives working within large corporations. He explains
that these executives provide strategic direction while leaving routine tasks to middle level
management and the working class employees. In this study, executive nurses match this
definition.
According to Zweig (2012), class and power are closely connected. He explains that
power has more to do with class than income, wealth, or lifestyle. In this study, power was a
better starting point to understand executive nurses than wealth; because in corporate settings, it
was taboo to discuss wages; however, power was visible through organizational structure,
number of staff controlled, and access to resources including capital. Because these factors are
fluid, looking at class as power, allowed me to study the executive nurses in a dynamic rather
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than as a static way. During my investigating class was also linked to race and gender, which
would have been overlooked if I would have used a wealth-based or educational perspective.
Nursing, as a profession, is known for being at the frontlines of healthcare; however, in
reality, nurses work across a wide spectrum of roles. Although a nurse with a technical degree
may be limited to working hands-on, nurses with advanced degrees, family connections, and
other advantages can possess an executive leadership role. Based on the spectrum of roles that
nurses hold, class has a direct connection to nursing and what type of nursing an individual may
practice. Supported by power within organizational hierarchies, executive nurses as leaders have
the ability to act as a “source of authority” while becoming detached from the production process
(Zweig, 2012, p. 14).
Executive nurses may unknowingly or knowingly serve the ruling class at the top of state
(Zweig, 2012). Because of layers upon layers of middle level managers, several executive
nurses in this study felt disoriented and separated from the working class (Zweig, 2012).
Furthermore, in the highly political corporate environment, they exercised their control through
policies, procedures, rules, and regulations rather than through a meaningful dialogue with the
working class nurses. Several executive nurses also felt distanced from the patients being
served. This led to the executive nurses expressing a desire to reengage with the frontline and
learn more about the working class, particularly when making key decisions during times of
change and conflict. This is discussed in further detail below in the findings (Chapter Four).
Because of the power and profitability of large healthcare corporations in the United
States, executive nurses make hard decisions. As such, class theory has relevance and requires
further exploration related to executive nurses. Within corporate settings, class-oriented
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perspectives can create internal and external conflict. Internal conflict manifests in feelings of
resentment and guilt. External conflict manifests in arguments, political sabotage, and acts of
aggression. According to scholars, nurse managers and working class nurses bear the brunt of
the negativity when executive nurses are disconnected (Hisar & Karadag, 2010; Hughes,
Carryer, & White, 2015). In this study, executive nurses justified certain situations of conflict
based on contractual ties to the policies, honoring shareholder commitments, and delivering on
promised year-over-year results.
Theory of Corporate Power. Although Shiva’s (2005) work is labeled as ecofeminism
(ecology connected to feminism), and appropriately so, it offers an important representation of
corporate settings and the ever growing power they exude. Drawing on Shiva (2005), we can say
that executive nurses are directly tied to corporate power and their liberation cannot be achieved
in isolation, but instead it occurs within a struggle for self-preservation under the corporation’s
dominance. More specifically, Shiva and other ecofeminists (Gaard & Gruen, 1993) argue for
equality across all living things including the preservation of the environment. In many cases,
Shiva explains that this is a secondary or even non-concern for capitalistic corporations. Shiva is
explicitly anti-war and anti-capitalist, because she feels that both war and capitalism are
competitive and not compassionate relationships. Based on Shiva’s ideas, executive nurses in
corporate settings are forced to ignore their natural connection with the earth making liberation
challenging. Shiva explains, that when a person, like an executive nurse, gains control of the
economies in which they contribute, they gain wealth in partnership with nature. According to
Shiva there is a connection between corporate domination and inherent, purposeful conflict of
the earth through war, and other violence.
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Executive nurses function inside of corporate settings and face challenges resulting from
conflict in an inherently patriarchal system. In her work, Shiva (2005) explored the progression
of humanity from an earth-oriented family, to a human-oriented family, and into a corporateoriented family. In the corporate paradigm, earth’s inhabitants are viewed as part of and less
valuable than corporations. In combination, this creates a triple negative for executive nurses
because they are made to feel less valuable than the corporation. Within patriarchal systems, the
women leaders are seen to be less valuable than men. According to nursing scholars, in the
medical system, nurses are seen to be less valuable than doctors (Campbell, 2003; Chavasse,
1992; Fletcher, 2006).
Through the actions of global legal systems, corporations have been granted privileges
typically reserved for human beings. This creates a false perception that corporations are
equivalent to people. Shiva (2005) explains that corporations have utilized elements of global
trade rules to impose power over the earth. This creates a slave-master-oriented mentality used
to control and dominate. She also expressed that oppression will endure in the minds of people
because corporate power devalues what she calls the “feminine principle” which is a larger
creative force in the world concerned with equality and stretching beyond the promotion of
gendered femininity (Shiva, 2005).
Corporatization brings domination and can devalue executive nurses’ work because it is
underlined by capital whereas the art of nursing is traditional and not done for financial gain, but
instead for meeting the daily needs of individuals, families, and communities (Germain &
Cummings, 2010; Graham & Jack, 2008). Shiva (2005) defined “equality for all” as including
all beings in the world, living with equal access to resources and equal consumption of those
resources. The modernization of organizations and the development of corporations have
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created new methods of dominance. This domination works against executive nurse autonomy
by reducing their sense of agency. Many times executive nurses are moved up the ranks where
they then dominate others, creating a situation of oppression by the formally oppressed (Miner,
2005; Nova, 2007; Podsakoff et al., 1990).
Allegory of the Cave. As we start to integrate class (Zweig, 2012) and Shiva’s (2005)
thoughts on corporate power into understanding executive nurses, concepts like oppression,
collaboration, and perception become real and relevant. This is not surprising. As historically
thought, leaders have pondered these concepts similarly for centuries. Leveraging thoughts from
the past is a powerful means to better understanding issues of today, and predicting future
outcomes. Plato’s Allegory of the Cave is a hypothetical story, created during a conversation
between Socrates, Plato’s mentor, and his brother, Glaucon (Duarte, 2012). The story can be
used to better understand executive nurses and perceptions of reality related to the profession.
Plato’s story takes place inside of a cave. It features humanity as slaves of their own thought; the
story leverages a person chained down and facing a wall (Duarte, 2012).
More specifically, the fictional story depicts a group of people living life chained inside
of a cave and staring at a wall in front of them (Duarte, 2012). These people view shadows that
are cast on the wall created by objects passing by a fire positioned behind them and out of sight.
The shadows characterize the only reality these people know – as they are not aware that the
shadows are obscurities formed by the genuine items themselves (Duarte, 2012). To the people
living in the cave, the shadows represent real things and a sense of reality. The story grants
freedom to one person inside the cave (the philosopher). This person escapes the chains and the
cave to experience life on the outside, the “real world” (Duarte, 2012). Life goes on inside the
cave, the fire continues to burn behind the other people, casting a shadow upon the wall in front
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them; however the philosopher comes to realize that what he believed was reality was merely a
figment of his imagination. When the person is freed, he is granted the chance to see life
differently and finds that the shadow on the wall was a complete misrepresentation of reality. He
also realizes that the shadows on the wall were all the community around him knew to be true
and, as such, were simply a product of their environment; this was a point of deep selfenlightenment.
Applied to modern times, Plato’s story represents the ignorance of humanity and how our
environment has the ability to control our perceptions. Moreover, because certain groups in
societies have more control through factors like power, money, religion, and social media there
is a recognized ability to create realities based on what particular groups desire the populous
perceive rather than the true reality of things. Metaphorically, Plato’s story aids in understanding
executive nurses more deeply and allows the profession to reflect on how the ethics, norms, and
morals of society can trap human thinking and control perceptions. Plato’s cave is a depiction of
the human mind, in general, and represents all classes of people, including the fallen and risen
states of humankind (Duarte, 2012). It covers all stages of life, where the person searches for
truth, finds it, and desires to share it with others to free them from slavery by educating their
ignorance. As such, it is also a representation of executive nursing and the tribulations that
accompany the profession. Based on this standpoint, Plato’s cave can be leveraged as a thematic
framework in which to analyze executive nurses.
Plato describes matters of the mind and important concepts of life. His Allegory of the
Cave is a depiction of the truth within executive nurse leadership. Based on research from
nursing scholars, the profession has matured, keeping an open-mind about change, and seeking
the power of possibility and truth (Matthews, 2012; McNeese-Smith, 1997; Vlasich, 2015). As
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such, Plato’s thinking can be applied to understanding executive nurses and potentially create
enlightenment. According to nursing scholars, increasingly, executive nurses are feeling trapped
in their thinking and controlled by rules within their roles (Hughes, Carryer, & White, 2015;
Leibold Sieloff, 2004; Vlasich, 2015). In addition, at the executive level, scholars explained that
nursing executives feel voiceless, because they report listening, but not being heard (Matthews,
2012; McNeese-Smith, 1997).
In many ways, within Plato’s story, executive nurses represent the person chained to the
wall and the cave represents the corporate enterprise in which executive nurses live. The
executive nurses spend their days watching a shadow on the wall, constructed by a higher-level
capitalist (top two percent of society). The fire represents the burning desires within society,
hiding behind the nurse leader’s consciousness, dictating what she sees and believes through
images cast on the wall in front of her. The nurse leader also faces discipline and punishment if
she steers away from the policies of the corporation. The nurse leader can only gain perceived
power by conforming to the organization’s needs, accepting her position, and mastering the
capitalist-oriented knowledge.
In Plato’s Allegory of the Cave, there are nuggets of knowledge that can offer deep
understandings of modern situations. Modern times create new challenges for leaders, which can
cause them to lose focus on the reality of things. The “Triple Aim” provides this type of
challenge. However, based on Plato’s Allegory of the Cave, executive nurses may misconstrue
the root of a problem, mistaking obscured shadow for the actual reality. This study found that
this situation occurs frequently. For instance, one executive nurse described challenges retaining
her staff. She explained that a competitive job market was to blame for this problem. She went
on to simplify the issue of staff turnover generally to a problem of employees seeking new
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opportunities, predatory recruitment, and a robust amount of openings. This seemed to be the
truth of things to the executive nurse. This overly simplistic thinking is an example of being
"chained in the cave" mentality. Her ideas of a competitive job market and seeking new
opportunities are shadows on the wall. Alternatively, she could breakout from the chains of her
dominate paradigms and view the world for the complex reality that truly exists. Alternative
perspectives could include: how we treat key talent matters, humans are creatures of change, or
that people often leave leaders rather than jobs. Based on statements from several executive
nurses, it became clear that we lose our best talent due to our complacency and by not creating
an environment of respect, value, and opportunity for them.
Another executive nurse mentioned customer retention as an issue. She explained that the
“Triple Aim” had caused changes in the environment, leading to the loss of several customers.
She explained that downward pricing pressures were also to blame. She went on to explain that
over the past two years she had been heavily focused on several large projects, hitting her
quarterly earnings expectations, and meeting the bottom line. Taking on the role of the
“philosopher” allows the opportunity to evaluate the loss of long-time customers. She missed the
fact that customers were not central to her thinking during the explanation. She never realized the
core of her answers focused on shadows of her next big project, quarterly earnings expectations,
and the bottom line.
Most of the nurses in the study had a focus on the symptoms rather than reality. Plato’s
Allegory of the Cave offers a mental bump, and simple reminder to seek enlightenment by
looking more closely at issues, while losing simple, normalized, rational “shadow-based” logic
and examining the reality of things. In turn, breaking free from the chains of shallowness and
emerging into the light of day.
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CHAPTER 3: METHODOLOGY
Based on the changes in healthcare, it has become imperative that we gain a deeper
understanding of executive nurses. Using a phenomenological approach anchored by Shiva’s
(2005) interpretation of corporate power, alongside Zweig’s (2012) concepts of class, this
became possible. To truly reflect on the experiences of executive nurses, it was important to
leverage ideas from style theories of leadership, including: group-exchange theory (Antonakis et
al., 2004; Blake & Mouton, 1985; Lowe, 2005; Petri & Govern, 2003; Van Wart, 2005) and
situational-contingency leadership theory (Buckingham & Clifton, 2001; Himsel, 2004;
Northouse, 2003). Using these theoretical frameworks created an opportunity for executive
nurses to share feelings related to their own practice, including aspects of leadership during times
of change and conflict. Using these theories, and the related concepts, the experiences of
executive nurses were brought to life. Furthermore, Plato’s Allegory of the Cave helped to
connect the experiences to deeper philosophic understandings about society.
In this study, I have tried to answer the following question: How do executive nurses
manage conflict arising from change in three key areas, the “Triple Aim” of improving the
patient experience; improving the health of populations; and reducing the per capita cost of
healthcare?
The study also explored several sub-questions: What is it like to be an executive nurse
during times of change? What skills do executive nurses possess to help navigate conflicting
needs and requirements? What are the lived experiences of executive nurses?
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Design of the Study

What is more valuable, quantitative or qualitative research? This question can be
answered in several ways depending on who you ask and the context. The purpose of this
section is to explain my understanding of qualitative research, and identify why this research
approach was the best fit for this project. The explanation reviews the value of qualitative
research, and, in turn, key qualitative factors that added value to this study.

According to Berg and Lune (2012), qualitative research was necessary to understand
executive nursing because the subjective experiences and specific perceptions of executive
nurses cannot be accurately articulated using quantitative data. They explained that the genuine
meanings of the lived experience could not be quantified and required deeper investigation.
They stated, “Many of these elements are directly observable, and, as such, may be viewed as
objectively measurable data. Nonetheless, certain elements of symbolism, meaning, or
understanding usually require consideration of the individual’s own perceptions and subjective
apprehensions. This is qualitative data” (p. 15).
Using a Phenomenological Approach
To best understand executive nurses, the study used the phenomenological approach
(Creswell, 2007). This approach has allowed me to depict the shared experience or “essence” of
executive nurses (Merriam & Tisdell, 2016). It required me, the researcher, to focus on
pinpointing commonalities to accurately represent the phenomenon experienced by the
participants (Creswell, 2007). I used a phenomenological approach to generate “meaning units”
that I found through my analysis of significant statements in interviews, field observations, and
documents that I reviewed; In turn, I was able to develop an “essence description” (Creswell,

71

207, p. 196). Creswell (2007) posits that an “essence description” is a deep narrative of the
phenomenon, which offers key data points that are at the heart of the matter.
This approach worked best during semi-structured interviews and field-based
observations. The phenomenological approach provided me a lens to view the real world
phenomenon and the lived experiences of executive nurses. This research approach took into
account, and balanced, the person, place, and situation. This was extremely important when I
was attempting to understand internal and external change leading to conflict.
The study examined the lived experiences of executive nurses by conducting face-to-face
and telephonic semi-structured interviews. It also involved eight field observations in their
places of work. As expected, the corporate environments were structured and offered
opportunities for observation both physically and virtually. Data were gathered by observing
meetings, team gatherings, award ceremonies, and general interactions within the natural
environment during daily work hours. Data were also gathered by studying written materials,
which included: reports, emails, policies and procedures, memos, and relevant media coverage,
such as news articles.
Using the phenomenological approach was challenging because of the intense data
collection, organization, and analysis involved throughout this study (Bazeley, 2013). Due to the
busy schedules of executive nurses, time management was important. As advised by Bazeley
(2013), the process involved ongoing analysis of the data to organize and focus the study.
Creating a valid narrative required a thoughtful approach to promote a natural flow with the
participants. Figure 3 summarizes the data collection and analysis process, which I describe in
more detail below.
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Figure 3. Key phases of the executive nurse research process.
Key Phases of the Executive Nurse Research Process
Phase I: Participant selection. The first phase of the research process involved
identifying 16 executive nurse participants. The basic requirements for this research were as
follows: the candidate must be a nurse, have an executive background, and work in a senior role
at a company with over 500 employees. The research involved nurses that have worked in large
(500+ employee) privately and publicly operated companies within the United States. The 16
executive nurses were identified using a survey sent to a sample of 150 registered nurses (RNs)
(Jeska, 1994).
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The goal of the first step within the first phase was to identify a sample of 150 RNs,
which would be sent a survey asking for nominations of executive nurses. The 150 RNs were
identified using a business networking website called LinkedIn. Search words included: nurse,
nurse leader, executive nurse, and nursing consultant. The 150 RNs were selected based on
experience working as a nurse, a corporate work history, and experience working with
population health.
Once the 150 RNs were identified, a survey was distributed using LinkedIn’s messaging
functions (see Appendix A). Specifically, the survey asked each RN to identify executive nurses
who they felt had experience with improving patient satisfaction, lowering the cost of care,
and/or increasing population health (the “Triple Aim”). The survey asked each of the 150 RNs
to identify executive nurses that were involved as leaders within business, clinical, and mixed
settings with a focus on population health, cost control/utilization management, and/or
patient/member experience. I received 48 responses and 71 nominations. Most of the responses
provided one nomination; however, 13 provided two nominations.
The 71 nominees varied in their role and professional focus. Some of the nominees were
not nurses, others were leaders in small clinics, and some were perfect matches. Based on the
variance, the original 71 nominees were narrowed to 36 by reviewing backgrounds on LinkedIn
for alignment with the project requirements. Within the 36 semi-finalist pool, 21 were female
and 15 were male. This constituted a 42% representation of males, which is far greater than the
average male population in nursing which is 13% (Munnich & Wozniak, 2018).
Using the pool of 36 semi-finalists, 16 finalists were selected by drawing names from a
hat. These 16 nominees were contacted using LinkedIn’s messaging feature and asked to
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participate in the study. Three nominees did not respond and six rejected the offer to participate.
These nine nominees were replaced by drawing other names until a set of 16 executive nurses
was obtained. The nominees that declined did so because they were either too busy or they did
not feel that they could offer value. One nominee referred a colleague, but they declined the
offer to participate. If an executive failed to respond after being prompted by three distinct
communications, the next executive nurse’s name was drawn and he or she was offered the
chance to participate.
In all, 16 executive nurses were selected to participate in the study. This included four
males and twelve females. The gender balance within the study involved a 25% male
representation. One reason for the high representation may have been because there are more
males in executive leadership positions. The group consisted of thirteen Caucasian, two AfricanAmerican, and one Asian executive nurse. The high number of Caucasian participants may be
because there are more Caucasian executive healthcare leaders in practice (Gauss & Tomlin,
2015).
The recruitment strategy had some impact on the make-up of the final sample because it
required people to have access to the internet, be aware of LinkedIn, which is a business
networking website, and take the time to engage online. As such, if an executive nurse avoided
internet-based business networking, they would have been missed. The participant selection
process required 90 days to complete. This time was required to complete the initial reach out to
the executive nurses, await their response, provide reminders, and ultimately confirm their
participation. Overall, I felt that the demographic backgrounds, organizational spread, and workbased histories of the 16 selected executive nurses represented a wide enough range to achieve
significant variation in the sample of participants within the investigation.
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The recruitment process involved RNs recommending executive nurses. This technique
was similar to snowballing, in which future subjects are recruited by current participants in the
study. In contrast to traditional snowballing, this process did not leverage study participants to
recommend other executive nurses. In addition, it did not require RNs to recruit, but rather refer
executive nurses that they felt met the criteria. Although this was not a true snowballing
approach, it did require RNs to take time, think critically, and refer people based on past
experiences. This was interesting, because the 71 RNs that replied to the initial request required
some level of trust and care for the profession. More specifically, the RNs required trust to make
referrals to executive nurses that they respect. Many of the referrals involved current or past
supervisors, and in some cases, RNs recommended executive nurses that were several levels
above them within their respective organizations. Because of the hierarchical nature of the
organizations that were involved, an RN nominating supervising staff became an act of trust.
Many of the executive nurses that were nominated had made a significant impact on the
referring RN. Several of the referring RNs provided comments related to a desire to nominate an
executive nurse, because they cared about the future of the profession. One RN explained that
she was interested in nominating an executive nurse because she made a positive impact on her
career. She went on to explain that based on her past experiences, she was hopeful that by
nominating an influential executive nurse she would help the profession move forward. Several
other nurses offered similar comments and were interested in making the profession function
better, particularly for the nurses working in large organizations that had been involved in major
change.
The initial nomination process produced executive nurses that were well respected in the
nursing and business communities. Because the nomination process involved nurses working in
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a variety of positions, it kept the research fresh and representative of the population in question.
As explained above, once the original 71 executive nurse nominees were narrowed to 36 based
on their LinkedIn career backgrounds and listed work histories, 16 executive nurses were
selected using a name in a hat approach. These 16 executive nurses were sent an invitation to
participate in the research project (see Appendix B). Once 16 executive nurses had agreed to
participate, a schedule of meetings and observations were arranged. The nominee lists were
retained in the event of cancelations, but no cancellations occurred.
Phase II: Data collection. The second phase of the research process was the collection
of data through semi-structured interviews, observations, and document collection. Each form of
data collection captured unique aspects of the phenomena. The semi-structured interviews
helped to gather subjective interpretations and unique aspects of perceptions related to the
working situation. In contrast, observations helped to objectively frame the context and gain
deeper appreciation for the influencers of decision making on patient/member experience, cost
management, and/or population health.
The field observations involved meeting with the executive nurses at their work locations
and spending an hour with them during their working day. Throughout the visits, I was a nonparticipant able to attend meetings, see common areas, and observe the executive nurses while
working in their private offices. The field observations were captured using field notes (see
Appendix F). Overall, the observations created a better understanding of the path toward
outcomes, decisions, and skill sets within the working environment.
The document collection process involved requesting documents as they were discussed
in the semi-structured interviews or after they had been seen during the field observations. These
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documents helped to frame the situation at a higher-level through the review of applicable
materials to better understand the situation at large. Documents also helped to connect the
participants’ statements in interviews with words in artifacts from their workplaces. They
provided a deeper understanding of the organizations in which the executive nurses worked.
Interviews were semi-structured and used a set of guiding questions (see Appendix C),
but I was open to using follow-up questions as well. Each interview involved an in-person or
virtual one-hour session with the identified executive nurse. The interview was audio recorded,
and the recordings were transcribed by Rev.com, an internet-based transcription service. During
the semi-structured interviews, the executive nurses were prompted to review situations in which
they experienced change and/or conflict.
Observations were combined with the semi-structured interviews and occurred in a nonparticipant format. The one-hour observations occurred directly after the interviews. Each
observation session, regardless of type, was one hour, on top of the interview, and took place in
the work environment of the executive nurse. This was important, because it allowed me to
collect data from the environment in which the executive nurse functioned most frequently.
In total, eight field observations occurred. The field observation process did not involve
active engagement with the executive nurses during the course of data collection; as such, it was
defined as a non-participant style of observation. In contrast to participant observation, whereby
the researcher is inside of the situation, actively involved as a participant, non-participant
observation involved standing back and watching the executive nurses without taking part in the
situation. This involved quietly sitting in the executive nurses’ offices during conference calls or
in-person meetings. During the in-person meetings, I was either not introduced or introduced as
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a non-participating student by the executive nurse or their staff. I also observed the executive
nurses in public places like lunch halls, breakrooms, copy centers, and other common areas.
During the observations, I felt like I was standing on a balcony looking down on the
situation. It involved spending time observing the working environment itself. This process was
helpful in gathering queues and clues of workplace behavior and examining the details of how
the executive nurse and people in their work environment interacted with one another. Beyond
studying the executive nurses themselves, I used the non-participant data collection process to
evaluate posted workplace pictures, plaques, artwork, certificates, rules, and mission statements.
The observation process involved carefully watching each executive nurse engaging
within their natural environment. The observations happened after the interviews, and I was able
to trace their actions back to thoughts and statements. The process also involved observing
colleagues, peers, and direct reports of the executive nurse participant. The non-participant
observation involved sitting in common areas and purposefully listening, but not interacting
(Charmaz, 2014). During the non-participant observation, field notes were the primary
technique used to capture data that surfaced. The field note process involved using a template to
guide the observations (see Appendix F). The template described a high-level view of the
situation, how people were interacting, environment design and style, and common
environmental patterns. The semi-structured interviews and non-participant observations were
complementary of each other and were useful when brought together, creating two robust data
collection channels.
Document collection was used to capture and systematically evaluate a variety of
workplace materials. The document analysis process was used in combination with the other
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data collection techniques, namely, semi-structured interviews and field observations, as a means
of triangulation to tease out and validate observed phenomenon. I used the documents to
validate and further investigate statements and behaviors of the executive nurse participants. I
also used the documents as primary evidence to better understand the structure of the work
environment being observed.
There was an eclectic assortment of documents collected: Four public advertisements;
two meeting agendas; one meeting minutes; one memorandum; one workflow; one employee
recognition statement; five personal emails; two policy and procedure statements; and one
productivity report. The documents were collected by asking participants to offer them as they
arose during semi-structured interviews or after the field observation had concluded. It also
involved researching company websites and the internet.
Each of the workplaces offered differing observations and documents. There were four
industrial categories involved in this study:
Health systems. There were two health system observations involved in this study.
These included visits to hospitals, urgent cares, clinics, assisted livings, and home healthcare
agencies. Health systems offered observations that were clinical in nature. They involved bright
lights, clean environments, and people hustling around. I also spent time in the administrators’
offices, clinical delivery areas (patient rooms), and some common areas. The common areas
offered a café, entryway, and waiting room. Health systems had a variety of documents
available for review. I collected policy statements, a procedure manual, and an email that
involved rules and regulations. Health systems also had several advertisements aimed at the
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public. I observed some of these advertisements on the internet and television. These
advertisements outlined the health system’s services while promoting their brand.
Health plan. There were two health plans involved in this study. Health plans, which
are also known as managed care organizations and health insurance companies, offered a highly
structured business-focused environment. They had security desks, lobbies, comfortable
breakrooms, and designated individual waiting areas. These all acted as excellent places to
observe activity within the workplace. In these environments, people were casually coming and
going. They would stop occasionally and have conversations. Beyond observations, I collected
an operational report and an employee recognition statement from an organization’s intranet.
Education. There was one educational institution involved in this study. The
educational institution was the largest property I visited during the field observations. Due to the
vast nature of the institution, I was limited to only observing a small portion of the property. My
visit primarily occurred on the health sciences campus, which was a collection of large brick
buildings in a metropolitan center. Generally, the campus was a calm environment. It offered
people dressed in suits, scrubs, and street clothes. From this standpoint, it was the most
integrated of any environment I visited. The campus had plenty of places to observe workplace
behavior, but there was little executive activity. There were several common areas to sit and
observe students and instructors. Again, there was limited value to the observation because no
executives were present.
The educational institution had the executive offices and conference rooms tucked away.
During the interview, I was granted limited access to these areas. They had large television
screens on the walls, solid wood desks, and cushioned leather rolling chairs. They also featured
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comfortable waiting areas and distinguished secretarial desks in front of each executive’s office.
During my interactions in the educational institution, I collected a paper advertisement and an
institution policy statement.
Health services. Beyond health systems, health plans, and educational institutions, I also
visited and gathered documents from three other health service settings. These included two
private health, wellness and fitness companies, and one law firm. These organizations all offered
a business-oriented environment. They featured calm environments with upscale furniture.
They were well orchestrated; typically, you would be greeted by a secretary, offered a beverage
and seat, and ushered to a specific room. In combination, these environments provided several
documents for review. These included written policies, workflows, advertisements, and
memorandums.
Phase III: Data analysis. In phase three, the data collected during the semi-structured
interviews, observations, and document reviews were analyzed and sorted. During the coding
process, I used several techniques to uncover the central themes. The themes were selected and
extracted based on frequency of occurrence. The more they showed up, the higher they ranked.
Each of the following layers of analysis will explain how frequency influenced the process with
which I identified themes.
Line-by-line analysis. This involved identifying key phrases, statements, and
expressions that surfaced in my field notes, and in the documents that were collected. Starting
with the process of “open coding”, I reviewed the data while asking questions to capture basic
understandings (Berg and Lune, 2012). The questions were focused on key topics and included:
What are the business implications? How does this translate to clinical acumen? What are the
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influencers of change? How did these data points relate to conflict and/or change management?
The data coding process then moved into analytical coding where clustering of the codes were
used to identify initial themes. Frequency of the phrases, statements, and expressions determined
which were selected and which were considered dead-ends; if they appeared greater than 23
times, they were selected for the next level of thematic analysis.
The coding process was used to identify topics, issues, similarities, and differences that
showed-up most frequently. The process revealed themes using the participants’ narratives, field
observations, and documents that I reviewed. For instance, phrases that involved business
language like “finance” or “marketing” were captured and sorted in sub-business categories.
This process also worked with statements that involved emotions like feeling depressed, anxious,
or grateful. The coding process enabled me to begin understanding the executive nurse’s
perspective. My initial coding was done by hand, and then transferred to a computer file.
The first step of line-by-line analysis produced 22 categorical themes. These categories
included: building trust, inter-professional relationships, community involvement, shared
decision-making, clinical practice knowledge, healthcare economics, evidence-based practice,
healthcare policy, foundational thinking, personal reflection, succession planning, change
management, systems thinking, personal and professional accountability, career planning, ethics,
advocacy, financial management, human resource management, strategic management,
technology, and marketing.
Clustering. The codes that appeared most frequently were clustered to reveal core
themes. This technique was used as a second step to further analyze the data. Using this
approach, five core themes surfaced from the initial 22 categorical themes identified in step one
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of phase three. The technique involved organizing the 22 categorical themes on an Excel
spreadsheet to determine levels of similarity. I used an Excel spreadsheet to create core themes
that sat above the 22 categorical themes. The spreadsheet helped me to organize the data in a
coherent and meaningful way. Once data started to cluster together, the five core themes
emerged. This process of clustering and theming occurred as I drew together codes and
categories while looking back across multiple transcripts, field notes, and documents. More
specifically, it involved looking for interconnections between two or more categories and/or
between two or more executive nurse statements, documents, or observations (Creswell, 2007).
The clustering technique involved reviewing the data, looking for commonly occurring
patterns, and clustering them together to extract higher-level core themes. The five core themes
that surfaced were picked because they showed up with the greatest frequency during the
clustering process. These five core themes included: relationships, health system acumen,
leadership competencies, professional competencies, and business skills. Following these basic
steps, cluster analysis provided an invaluable tool for understanding commonalities across the
study. I used a Microsoft Visio document to layout the major themes on one large electronic
board and drew lines connecting the categorical and core themes. I updated the chart as each
core theme surfaced. This tool helped me to visualize the data. For instance, I found a
connection between statements in the categories: personal professional accountability, ethics, and
advocacy; as such, I clustered them into a theme called professional competencies.
The two-step clustering technique used in this study created a framework, which helped
focus the data analysis process. It also created a guided approach to better interpret the rich and
multifaceted data that were collected. Using this approach, the themes that surfaced in low
frequency were considered dead-ends which are discussed in greater detail below.
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Phase IV: Interpretations and conclusions. The final phase involved another round of
clustering. Specifically, the five core themes were reviewed for interactions and higher-level
meta-themes were constructed. The meta-themes ultimately helped me to create the study
conclusions (Bazeley, 2013). After the first round of clustering, the next round further focused
the data leading to theoretical applications and understandings. This involved engaging and
applying three theoretical lenses: Zweig’s (2012) class lens; Shiva’s (2005) corporate power
lens; and Plato’s Allegory of the Cave (Duarte, 2012) lens. The process also involved linking
relevant interconnected theoretical concepts. For instance, succession planning had classoriented (Zweig, 2012) and corporate power (Shiva, 2005) implications. Specifically, the
process of succession described by executive nurses revealed aspects of class privilege (Zweig,
2012) and corporate control in the leadership chain (Shiva, 2005). This is discussed more in
Chapter Five.
Synthesizing the themes. Meaning began to surface as core themes synergized with each
other and the theoretical frameworks described above. For example, the meta-theme of
globalization surfaced as I connected three core themes. More specifically, I connected the core
themes, relationships, health system acumen, and leadership competencies, and then applied
Shiva’s (2005) theory of corporate power. Shiva explains the power of people coming together
in collective action. She also explains how this power can be applied to create meaningful
change. Drawing from Shiva, I concluded that executive nurses can leverage relationships,
understandings of the health system, and their leadership skills to construct powerful global
networks leading to globalized collective action. Beyond globalization, this process generated a
shortlist of three conclusions, which are presented in Chapter Six.
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Based on this final stage of interpretation a list of conclusions surfaced. These
conclusions helped me to define the phenomenon faced by executive nurses in relation to
change, conflict, and the “Triple Aim”. As an end result, the final conclusions that I drew were
supported by direct quotations from the participants, workplace observations, and/or materials
reviewed. In this way, the 22 categorical themes filtered down to five core themes, and then
filtered into a final shortlist of conclusions, which emerged directly from the participants and
environment in question. As an end result, the clustering technique extracted core themes and
meta-theme conclusions from the participant group while appreciating the lived experiences of
each participant.
The final stage of analysis occurred by refining the dataset and pulling together the
research findings on a higher-level Microsoft Excel spreadsheet and Visio chart. These
documents helped me to sift and sort through my categorical and core themes and identify metathemes. As part of this process, I included a section to represent field notes and documents
collected. I color coded the Excel spreadsheet to pick-up on reoccurrences and patterns of
behavior. For instance, I colored categorical themes with more than seven identified statements
bright red; whereas, themes with only two statements were light blue. An example of the coding
sheet is provided in figure 4.
My synthesis and color coding was focused on aligning themes to extract only the ones of
the most crucial significance. Overall, technology helped me to organize, synthesize, and extract
based on finding gathered during the interviews, observations, and materials reviewed. By using
this method, I was able to orchestrate the findings to represent the truest view of the
phenomenon.
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Figure 4. Example of data coding worksheet.
Deeper conclusions that surfaced as concepts were married to aligning theoretical
frameworks required greater creativity and innovative thinking. The process involved thinking
outside traditional nursing and combining concepts of social theory, business administration,
philosophy, and executive leadership. It involved thinking about past, current, and future states
of executive nursing (Bazeley, 2013). Finally, this process helped to target future areas of
executive nursing research.
Dead-ends. When themes surfaced at lower frequencies, of 22 or less, they were
considered dead-ends. There were several dead-ends that occurred within the process. These
involved participant stories that did not align with the larger themes. Documents that seemed to
have a connection, but when analyzed more closely did not fit together. In addition, there were
documents that changed after the interviews, and became irrelevant. Finally, there was less
information collected from the telephonic meetings because context and body language were
absent. Having camera and screen-sharing technology helped to enhance the experience,
however, my face-to-face interactions provided better insights.
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Validity and Reliability
Evaluating the trustworthiness of my research was essential. This was particularly
important because I wanted the results to be generalizable and employed in practice. In order to
assure rigor related to validity and reliability, my research employed three key strategies.
Following Merriam and Tisdell (2016), I employed triangulation of data, member checks, and
adequate data engagement to the point of saturation. To foster reliability of the study, I created
an audit trail. Overall, this set of three strategies helped me to focus the study and increase the
credibility of the results.
Triangulation. Triangulation was a tool used to support the rigor of the data validity and
reliability of the study. The triangulation process involved two strategies: First, person-based
triangulation using group analysis. This strategy looked at triangulating statements within the
interviews. It aligned stories, comments, and specific answers across participants. Second, I
leveraged data-based triangulation to align the multiple data sources (Merriam & Tisdell, 2016).
More specifically, this strategy incorporated triangulation by connecting findings from the semistructured interviews, observations, and documents reviewed. This triangulation strategy was
accomplished by cross-checking data collected during the semi-structured interviews against
what was witnessed during field observations. In addition, the information was verified by
comparing field observations and interview statements with the collected documents.
Person triangulation. During the interviews, I collected statements from a group of
executive nurses scattered across settings and compared them for similarities and differences.
This process started by comparing two participant interviews, dyads, and then looking at others
in the group for alignment. I looked for similar stories with the same meanings and similar
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meanings from different stories. Using the similar story and meaning approach, I was able to
align four participant comments to form group views. Using the group views, I could compare
and contrast perspectives. Person-based triangulation helped me to identify skill-sets that groups
of executive nurses used to navigate change and conflict.
The semi-structured interviews involved executive nurses from differing organizations
with unique perspectives. More specifically, the study featured executive nurses from hospitals,
managed care organizations, business settings, and educational institutions. This created a
situation where I found similar meanings across different stories. For instance, I triangulated
consumer stories presented by three executive nurses: The first story involved a patient leaving
the hospital who struggled during the transition process; the second involved a student who
graduated from a nursing program but struggled in the field; and the third involved a health
insurance member whose medical coverage lapsed, and he struggled to receive treatments.
Although the executive nurses’ stories were all quite different, the underling meanings around
change, conflict, and support all aligned.
Data triangulation. Data sources for this study included non-participant observation,
semi-structured interviews, and document analysis. Data triangulation involved combining
interviews with observations, field note entries, and statements within documents. The purpose
of this approach was to gain a more holistic appreciation of the phenomenon.
I found that combining two data sources was a good starting point. This could involve
combining observations with interview-based statements or documents; or, combing interviewbased statements with documents or observations. Then, in some cases, I was able to connect the
first two data elements to a third. For instance, during an interview, an executive nurse
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explained a conflict based on being excluded from an educational program. She felt that she was
excluded from the program because she was a black female nurse. Upon observing pictures of
the graduating classes, it was confirmed that the majority of the students were white males,
wearing suits. In addition, she provided a document that explained the program requirements.
The document clarified that a business background was a prerequisite. It also confirmed that
nursing was a non-factor in acceptance. In combination, the interview statement, observation of
the picture, and program requirements document created a well-rounded picture of the situation.
It provided greater depth into the situation and validated the data points against each other.
Member checks. Member checks further supported the internal validity (Merriam &
Tisdell, 2016). This strategy involved requesting feedback about the initial emerging findings
with the executive nurses involved in the study. The intention of member checks was to have
respondents validate findings to help decrease the potential of misinterpretation of the data and
the associated emerging meanings. Specifically, after completing each interview any
questionable statements, ambiguous comments, and/or interpretations that could have been
misunderstood were called out for the participant to review and offer deeper reflection.
Participants were sent an electronic copy of the statements in question, in a secure email, and
asked to provide feedback on these interpretations to help underline the deeper meanings and
validate that what is being offered in the results is logical and trustworthy.
During the member check process, the participants were responsive. In some cases,
receiving replies required a few follow-up reminders, but all the questions were eventually
answered. Through the member checks, I was able to clarify critical questions. For instance, an
executive nurse had explained that she had set-up programs for “coach surfing patients”. Upon
reviewing the data, “coach surfing” was defined in several different ways. I requested
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clarification from the executive nurse; she provided a detailed definition of how she was using
the term. Overall, member checks helped to alleviate any misinterpretations.
Saturation. Adequate engagement was the final strategy that insured validity of my data.
Through the process of adequate engagement, the study reached data saturation. Within my
analysis, I defined saturation as the point in which no new codes surfaced. In other words,
analysis of the data collected continued until the point when the same data consistently
resurfaced and no new information was being offered. Using this approach also made it easier to
identify categorical themes in the research; reoccurring codes acted as an indicator of a potential
categorical theme, once no new categories were arising, the categorical themes were clustered to
create the five core themes. Once alerted, the triangulation strategies listed above were
employed to validate any incorrect assumptions.
Saturation occurred when there was redundancy in the data to the point that no fresh
ideas or theoretical insights could be gleaned (Charmaz, 2014). Saturation became noticeable as
I neared the end of the analysis. When I started the coding process, I did not have to look deeply
to find alternative points of view within the data; however, as I approached the point of
saturation, I found myself actively looking for alternative views. Specifically, I was scouring for
variation in the interpretation of the phenomenon to support alternative explanations and fresh
perspectives (Merriam & Tisdell, 2016). At the end, it was taking hours of time to find
alternative views, this signaled the point I felt saturation was near. I concluded the analysis
when no further views or categories were evident.
An example of saturation occurred when I was evaluating business skills. This was a
theme that had numerous codes associated with it. These codes included things like financial
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acumen, professionalism, and strategic management. In the beginning of the analysis process, I
was extracting business-oriented codes every few minutes. There were plenty of direct examples
available within the transcripts, field notes, and documents; these included specific statements
which involved business-oriented terms, like accounting, strategy, professional, or finances. As I
progressed in the rounds of coding and clustering, I needed to look more deeply at the content to
find fresh examples of business skills. I found myself picking apart stories related to business
matters, and eventually looking at overlaying or underlying aspects that were more loosely
connected to business. At the end, I had exhausted the business codes and found no fresh
perspectives.
Audit trail. An audit trail within this study provided a detailed description of how key
data were gathered, how categories surfaced, and how conclusions were drawn during the study
(Merriam & Tisdell, 2016). To support the process of the audit trail, I kept an electronic file
using Microsoft Project. This research journal captured the process of conducting the research as
it happened (Merriam & Tisdell, 2016). More specifically, I created a project file which
included a Gantt chart to chain tasks together. Through this method, I could visualize all the
tasks and identify task dependencies. I could also capture future thoughts and past reflections
related to the tasks. For instance, when tasks required travel, I set alerts and reminders to avoid
scheduling conflicts. This was important during the interviews, because the executive nurses
were running on tight schedules.
Having an electronic audit trail also allowed me to capture questions that surfaced, key
decisions that were made, and challenges that arose. I called this the parking lot of the project.
Each week, I would review the parking lot and sort through the listed items. The audit trail was
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a running record that tracked how the study was conducted and how the data were analyzed
(Merriam & Tisdell, 2016).
Confidentiality and Ethics
During the study, confidentiality and ethics were taken very seriously (Merriam &
Tisdell, 2016). As such, the identities of all the individuals participating in the study were kept
secret. This included the 150 nurse nominators and the 16 executive nurse participants. The
participants were assigned pseudonyms to mask their identity. To establish trust in the beginning
of the interview, each participant was asked what concerns they had and what apprehensions
could interfere with the process. There were no reported concerns or apprehensions noted.
Additionally, the data collection and analysis process were discussed, paying particular attention
to the way data were collected, analyzed, interpreted, and how findings were presented (Merriam
& Tisdell, 2016).
All the participants were informed of how the study was being used. They were given an
opportunity to discuss considerations of the research in the future and how they were selected to
be participants. The participants appreciated the process and being nominated. There were
numerous comments like, “It’s great to pay it forward” and “I am glad to be helping you learn
more about nursing and our business”. The executive nurses also felt that this research was a
powerful tool in informing future generations.
During the interview process, I worked to create an environment that would foster an
open and honest dialogue. For instance, because of professional relationships, I offered the
opportunity to conduct the semi-structured interviews behind closed doors. Most of the
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executive nurses concurred with this idea, however, a few preferred to have conversations in
public spaces.
When discussing sensitive issues, like ethics or emotions within executive nursing, I was
worried that stress, sadness, and anxiety would arise. As expected, these emotions did surface
during intense discussion; as such, it was important to pace the semi-structured interviews. If I
noticed signs of stress, sadness, fatigue, or anxiety, I stopped and asked the participants how they
were feeling. I also offered a break. For instance, one participant began to cry during her
interview. This led to us taking a 10-minute coffee break and then reconvening. It was
important to accept that discomfort may arise while addressing sensitive issues.
Researcher considerations. There were several researcher considerations related to this
study (Merriam & Tisdell, 2016). First, being a male nurse of color had influence over my
perceptions of the industry. More specifically, because this study was focused on understanding
the lived experiences of executive nurses, it was important to acknowledge that my
understandings of barriers and opportunities were different than those being studied. To truly
understand these differences, it was important to articulate how my experiences compared and
contrasted to the lived experiences of the executive nurses being studied.
In order to combat any bias, I used my audit trail journal entries to reflect on my
experiences as a male nurse of color working through an intense research process. I would think
through any required next steps to overcome the issues faced and document those in the journal.
This also involved further reading, writing, and/or research to help me unpack thoughts and
feelings that surfaced. For instance, I spent time thinking about the leadership benefits of being a
male in nursing. I looked up statistics on male nurse leaders to find out how many there were
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and their paths to success. I also read about barriers of women in corporations. In the end, I was
more educated on the situation and was able to reduce my bias.
Second, having a Master’s in Business Administration and being an executive nurse
myself created assumptions about the research. My personal experiences related to business
provided some understandings of the situation. As I worked through the semi-structured
interviews, it became clear that my experiences had prepared me differently. I learned an
immense amount about leadership and myself as a result; as such, my bias faded. Furthermore,
if I was making assumptions, the member check process helped to mitigate bias because it
compared and contrasted my viewpoints from that of the study participants.
IRB and informed consent. This study was conducted under the purview of the
University of St. Thomas IRB. Permission for my study came from IRB #906779-2, and
includes participant interviews, observations, and document reviews. The research was approved
to work with executive nurses in an effort to gain a better understanding of their experiences and
improve the nursing profession.
Participants did not receive any compensation for taking part in this study. The records
of the study were kept confidential. The types of records created included a recording of the
semi-structured interviews, transcriptions of those recordings, and a computer record that was
constructed using coded information from the transcriptions. All of the participants’ names were
replaced with pseudonyms. The recording, transcription, and computer records were stored on a
secured locked drive. I was the only person with access to the recordings, transcriptions, and
computer records. All of these documents will be destroyed once the project is complete.
Participation in the study was entirely voluntary.

95

CHAPTER 4: Study Findings and Themes
The purpose of this qualitative study was to understand how executive nurses manage
conflict during times of change. I explored how executive nurses navigate barriers and
challenges in relationship to: improving the patient experience; improving the health of
populations; and reducing the per capita cost of healthcare. In the following chapter, I provide
the findings from 16 semi-structured interviews, field observations, and materials gathered from
executive nurses working within a variety of settings. These include: hospitals, universities,
health insurance companies, and not for profit organizations.
Structure of Findings Collected
In the following sections, I will outline the main findings of this study. The chapter
opens with a chart that describes the 16 executive nurse participants in greater detail. This is
followed by a section describing what it is like to be an executive nurse during times of change
and conflict; including a brief explanation of the three phases of change uncovered by my
research.
Once the context is set, I shift to present the central findings by analyzing the six core
themes in greater depth. To help accomplish this task, I split the core themes into two main
categories, hard skills and soft skills. First, I will cover hard skills, which are skills that involve
external competencies to navigate change and conflict. Hard skill themes include: (1) business
skills, (2) knowledge of the healthcare landscape, and (3) a focus on population health. Second, I
will cover soft skills, which are internally focused competencies that help navigate change and
conflict. Soft skill themes include: (4) alliance building, (5) leadership and change management
experience, and (6) levels of professionalism.
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Executive Nurse Roles and Introduction to Participants
To help better understand the participants, I created Table 1. It includes each participant’s
title, a synopsis of their role, their industry, educational background, and supervisor. The
purpose of the table is to offer an introduction to the participants, their roles, and their level
within the organizational hierarchy where they work. Table 1 also provides a snapshot of what
data were gathered from each participant (observation type). To protect confidentially, the
participant’s names and colleague names have been exchanged for pseudonyms.
Table 1

Participant
Pseudonym
(M=Male
F=Female)

Participant
Role and
Reporting
Relationship

Tom (M)

Title: Dean of
Health
Science
Reporting to:
President

Jane (F)

Title: Chief
Operating
Officer (COO)
Reporting to:
State Director

Sara (F)

Title:
Executive
Director
Reporting to:
Executive Vice
President

Bill (M)

Title: Senior
Vice President
Reporting to:
Executive Vice
President

Career Industry

Education

State Health
Plan

Non-Profit
Health Plan

Profit-Based
Health Plan

Highest
Educational

Observation
Type

Role Synopsis

Ph.D.

Face-to-Face
Interview,
Workplace
Field
Observation,
Documents

Academic leader with a
focus on development of
health leadership via
programming and
curriculum.

MBA

Face-to-Face
Interview,
Workplace
Field
Observation

Health executive
responsible for leadership
over operations and
segment outcomes, team
development, and financial
deliverables.

MSN

Telephonic
Interview
with Camera
and Screen
Sharing

Strategic leader developing
deep relationships with
donors and strategic
partners, critical to
expanding and delivering
organizational mission.

MSN, NP

Face-to-Face
Interview,
Workplace
Field
Observation

Global leader that
implemented strategies to
achieve goals as
established in the annual
operating plan.
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MSN

Face-to-Face
Interview,
Workplace
Field
Observation,
Documents

Worked in partnership
with other leaders to
provide geographic
direction. Managed
operations that included:
patient census, revenue
and expense management,
sales, and marketing.

NP, DNP

Face-to-Face
Interview,
Workplace
Field
Observation,
Documents

Leader focused on key
clinical outcomes and
patient satisfaction. Led a
team aimed at
demonstrating the
provision of safe, patient
focused, quality care.

MSN,
MBA

Telephonic
Interview
with Camera,
Screen
Sharing,
Documents

Face-to-Face
Interview,
Workplace
Field
Observation

Jill (F)

Title: Regional
President
Reporting to:
Chief
Executive
Officer (CEO)

Lucy (F)

Title: Vice
President of
Operations
Reporting to:
Senior Vice
President

Bob (M)

Title: Vice
President of
Quality
Reporting to:
Chief
Operating
Officer (COO)

Mary (F)

Title: Chief
Nursing
Officer (CNO)
Reporting to:
Chief
Executive
Officer (CEO)

County Health
System

CNS,
Ed.D.

Ann (F)

Title:
Executive Vice
President
Reporting to:
Chief
Executive
Officer (CEO)

County Health
System

CRNA,
MPH

Private Health,
Wellness, and
Fitness Business

Regional
Health System

Profit-Based
Health Plan

Telephonic
Interview

Leader focused on
managing activities to
enhance patient care and
well-being, ranging from
the individual level to
broader, population-based
programs. Managed a
$30M budget.
Leader responsible for the
clinical organizational
structure. Supported the
implementation of
strategic initiatives,
operational goals, and
objectives. She is
accountable to the board
and executive vice
president.
Active leader within the
governing body. Oversight
of senior leadership team,
the staff management
model, and organizational
decision-making structure.
She has responsibility of
the clinical program
budget ($2M).
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Jean (F)

Title: Chief
Executive
Officer (CEO)
Reporting to:
Board of
Directors

Dave (M)

Title: National
Vice President
Reporting to:
Senior Vice
President

Healthcare
Communication
Firm

Case
Management
Agency

CNS,
MSN

MPH

Telephonic
Interview
with Camera
and Screen
Sharing,
Documents

Innovative leader focused
on integration of the
science of nursing, policy,
and the power of social
media to create and
implement customerdriven services utilizing
new technologies.

Telephonic
Interview

Clinical leader focused on
business planning, building
and ongoing oversight of
care management services
for Medicare and Medicaid
businesses.

Dee (F)

Title: Senior
Legal Counsel,
Partner
Reporting to:
Chief Counsel

Law Firm

JD

Face-to-Face
Interview,
Workplace
Field
Observation

Sam (F)

Title: National
Director
Reporting to:
Chief
Information
Officer (CIO)

Information
Technology and
Health Services

DNP

Telephonic
Interview

Lee (F)

Title: Chief of
Staff
Reporting to:
Chief
Executive
Officer (CEO)

Information
Technology and
Health Services

MSN,
MBA

Telephonic
Interview

Nurse with law degree.
Legally focused leader
supporting health based
mediation, litigation,
general representation,
consultation and medical
record review services.
Self-directed with no direct
reports.
National leader, over
implementation and
maintenance of clinical
documentation platforms.
Primary focus is on
maintaining the continuum
of care and streamlining
work environments
through the strategic use
of technology.
Leader orchestrating key
staff activities, team
meetings, and personnel
licensing upkeep. Kept the
CEO apprised of business
sentiment activities.
Assisted the clinical
services team with staff
engagement, maximizing
operational efficiency,
ensuring regulatory
compliance, and resolving
professional matters.
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Leader responsible for
providing expertise to
Face-to-Face
Title: Chief
enhance the effectiveness
Private Health,
Interview,
Clinical Officer
of community based
Lara (F)
Wellness, and
Ph.D.
Workplace
Reporting to:
treatment programs and
Fitness Business
Field
President
oversight of the
Observation
development and design of
new treatment programs.
Regional leader with
oversight of nursing,
Title: Chief
Telephonic
hospital, home health,
Executive
Interview
assisted livings, and clinics.
Nurse
Regional
with
Rio (F)
NP, MPH
Developed aligned
Reporting to:
Health System
Camera
objectives, reviewed
Board of
and Screen
departmental operations
Directors
Sharing
to ensure compliance with
established standards.
Note. AD = associates degree; BSN = bachelors of science in Nursing; CNS = Clinical Nurse Specialist;
CRNA = Certified Nurse Anesthetist; Ed.D. = doctor of education; JD = juris doctor; MBA =master of
business; MPH = masters of public health; MSN = masters of science in nursing; NP = Nurse
Practitioner; Ph.D. = doctor of philosophy; DNP = doctor of nursing practice.

What is it like to be an Executive Nurse during Times of Change and Conflict?
Understanding executive nurses is complicated. In contrast to other scholars that have
described the lives of nurse managers, this study explored executive nursing through the lens of
change (McGill, 2014). Change was something frequently identified by executive nurses during
the semi-structured interviews. As a result of this research, three phases of change were
identified: The first phase is termed recognition and acknowledgement of change. The second
phase is termed navigation of change and related conflict. The third phase is termed reflection
on the results.
Recognition and acknowledgement of change and conflict. Recognizing and
acknowledging that change is inevitable was identified by all 16 of the executive nurses. The
executive nurses offered several examples of recognition and acknowledgement, which included:
Shifts in project plans, major divisional reorganizations, industry changes, loss of team talent,
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and natural disasters. These situations all represented times in which the executive nurses faced
change, and, in some cases, conflict.
The process of change was important to Lee. She explained, “When it all started, I
wondered why the change was happening. I thought about who and what was involved”. She
also sought out detail to frame the change. Lee stated, “I wanted to know what information and
data were available to help me understand the change and to work with the skeptics”. Ann also
offered a similar experience of recognizing, acknowledging, and managing change. She stated:
When I think about the timing, the change started without me. I became aware when
we were already well down the track… the corporate culture was rocky at the time and
I had to take a step back and really look carefully at everything that was going on
around me. I looked at the staff changes, we had a new CEO, and most of the senior
officers had been replaced. The staff was nervous about their jobs and nobody knew
what was going to happen, but change was happening at a rapid pace. I described that
period as being in dog years because the change was happening so fast. When I
realized what was happening everyone was scrambling.
Like Lee, Bob had a similar description of recognizing and acknowledging change. The change
and conflict he described resulted from a project that was worth a significant amount of money to
his organization. He explained:
I could not believe what was going on in my department. Everyone was fighting with
each other and we had a huge job to complete. We had just started to implement a
new clinical delivery model and people panicked. Once I recognized that people
were talking around each other and not getting along, I accepted that the change was
not healthy. This was an important turning point for us. I made the most of it. One
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of the important parts of helping the team feel more comfortable was accepting the
change and team conflict that was happening as a result. I met with the managers,
and we discussed what was going on. Talking about the new model was hard, but it
also let everyone know that their jobs were safe.
Navigating the change and related conflict. Once change is recognized and acknowledged,
executive nurses typically began a process of navigating. Bob’s example from above
demonstrates that as change is recognized, actions begin to take place. He met with his team,
talked, and helped people feel safe. Sara was in a similar situation while working through a
project. Like Bob, once the change was acknowledged, it became apparent that she needed to
figure out steps to move things ahead. She explained:
Hard times crept up on us, we didn’t see it coming. The family filed a lawsuit and it
landed on me to guide the team through the chaos. It all took careful planning. Once
we found out about the investigation, things changed and I needed to comfort the
team. We talked seriously, but also laughed together. It was terrible, but laughing
was an outlet for us. Staying calm and going with the flow was the best thing I could
do.
Navigating change and conflict is an area that Jill experienced from a more individual
perspective. She described her personal struggle:
During the period where we started instituting the quality program to improve fitness
results, I needed to make myself change. The pressure was intense, and I was being
told that my actions were showing up as aggressive. I was shocked. I really wanted
to succeed, but needed to hit the brakes. I needed to reconnect with myself and make
a personal change. When I was younger this same thing happened, but I told myself
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that other people were wrong. This time was different… I accepted the change and
started to change little things about myself. One thing was stopping myself from
using “but” statements. I exchanged “buts” with “ands” when I was speaking with
people. This helped me to include other people’s ideas.
Reflection. An important aspect of change and conflict within the life of an executive nurse
involved taking pause to reflect. Reflection can happen for many reasons, but during times of
change and conflict, reflection offered a variety of benefits to executive nurses. For instance,
Jane spent 10 years managing teams who were sorting out medical claims and providing
customer support. She was recently promoted to Chief Operating Officer and now oversees 10
teams and over 800 people. She explained:
Look, I’ll be honest… it was a really shitty transition. The company was churning
through people and there were layoffs happening everywhere. At the same time, I got
a promotion and my boss got bumped-up to Chief Executive Officer. She gave me
the choice between two new bosses, and I needed to pick a direction quickly. This
was a very hard choice for me and I needed to take time to think deeply. I took a trip
to…and spent a solid weekend processing all the possibilities. I spent the weekend
camping, fishing, canoeing, and thinking. It was planned therapy to be completely
disconnected. I am really glad I took that break. Things are working out well.
Like Jane, Bill also appreciated the process of reflection in relation to change and conflict.
Similar to Jane, he described a period of change that was personally hard on him. As a leader of
people, he had to lay-off several staff members. He explained the challenges that developed
when closing down the office in a particular state:
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I hate firing people! It sucks to let someone go after spending years working
together. These were good, hard working people and they needed to be terminated
because our business dried-up. Needless to say, it demanded careful thought. I
would stop and do breathing exercises on a daily basis. I would turn everything off,
dim the lights, and think about my breathing… meditate. Taking time to focus on my
breathing cleared my mind. I never thought that meditation was for me, but during
this situation, it helped me through the tough conversations.
Tom also appreciated the power of reflection during times of change and conflict. He explained,
“As I take things apart, I reflect on the impact to people, the environment, and myself. I reflect
on the ripple that is being created in society by my actions”. This statement helped to capture the
essence of deeper thought that accompanied Tom’s leadership.
Hard Skills to Navigate Change and Conflict
As I worked through the questions related to the “Triple Aim”, three hard skills used to
navigate change and conflict emerged. As I analyzed the data and applied the theoretical
frameworks, I realized that a significant amount of data related to concepts were not included in
my original framework. Therefore, I drew on concepts from Doyle (2018) to help make sense of
the importance of skills used to navigate change and conflict. According to Doyle (2018) hard
skills involve, “Teachable abilities or skill sets that are easy to quantify. Typically, you'll learn
hard skills in the classroom, through books or other training materials, or on the job”. Based on
the coding and associated analysis, the three hard skills that surfaced in this study included:
business skills, knowledge of the healthcare landscape, and a focus on population health.
Starting from the top and moving down, Figure 5 below demonstrates the thematic structure. It
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identifies the category of hard skills, the three central themes, and the important supporting
subthemes. Figure 5 is followed by a written description of the themes and subthemes.

Figure 5. Executive nurse hard skill themes discovered through the research process.
Theme 1: Business skills. Business skills were the most frequently identified areas of
change and conflict related to the “Triple Aim” by the executive nurses. All 16 of the executive
nurses identified situations that involved or required business skills. The two main business
skills identified in this study included: the ability to understand business concepts, particularly
financial implications; and, the ability to manage talent and analyze performance through a
business lens.
Financial implications. 10 of the 16 executive nurses identified financial management
within their interviews. Bob described financial implications:
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It’s complicated, understanding financial implications is like putting money and care
together… monetization, is a word that comes to mind. It’s an art and a skill,
communicating revenue, profit, margins, and care all in the same sentence. I involve
the staff in designing business models that support programs to address caregiving…
Yes, the “Triple Aim” is right there, finance influences population health strategy,
patient engagement, and the overall experience.
Bob explained that all healthcare leaders should understand all the aspects of care including the
financials. He explained, “When I started here, I had no idea. If you can’t talk numbers you are
sunk”. He also described how his education had not prepared him well for his current role:
My nursing education offered no support related to the business side. I went for an
MBA while I was working, which is not easy! The MBA assisted me in
understanding basic financial models. It let me role- play in business. I was lucky,
because the program had a healthcare track too. It got into population health strategy,
management, and leadership.
Like Bob, Jane also acknowledged the importance of finance. She needed to measure key
financial metrics within her role. She explained, “I found myself managing financial resources
and ensuring that processes were accurate. I needed to understand accounting, finance, and
economics to survive”. Jane felt her ability to collaborate with the finance department was
challenging. She explained, “I needed to reach out to Joe [Vice President of Finance] when I got
stuck. No one helped, and I was making decisions that involved clinical and business”. Jane
also expressed that as a nurse, she had encountered demeaning remarks:
During the purchase of the clinic, I was involved in the negotiations. Once I had the
proposal, I presented it to Steve our CFO [chief finance officer]. We spent an hour
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discussing the proposal and reviewing my plan. He shot every idea I had down. I
was so frustrated. He demanded I provide more details and I explained that I needed
his help…. the seller would back out. He looked away and said, “It’s not my fault
that nurses don’t know how to build spreadsheets. I’m not putting the financial
statements together for you”. I was shattered, not only was my ability to understand
finance underestimated, I felt completely undermined.
Jane’s experience provoked sadness during the interview. She paused and said, “I got seriously
fired-up. I told Steve he was inappropriate and built the statements myself.” She then
explained, “When the reports were done, I bypassed Steve and went to his manager Joe. He
loved the statements, we built the clinic, and we are creating amazing results.” She explained
that she did not lack the hard business skills, but rather was treated as inferior because of her
profession, and her role as an executive nurse.
Jill also experienced change and conflict related to financial implications. She explained
that educating her team on finance within patient care was daunting. She explained the scrutiny
faced when making cost-based changes to patient care:
My staff questions why they need to focus on costs of care. I have to guide them
about the business implications and create clarity. Sometimes it works and
sometimes it doesn’t. My job involves translating business into healthcare, and
helping the team adapt and adopt. Sometimes I’m the bad guy…I’m used to that. I
need to think through solutions that match business, staff, and patient needs. Many
times, my decisions determine patient outcomes and staff retention, that’s stressful.
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Jill’s role required her to understand and articulate business and healthcare concepts. She
explained that bringing these disciplines together can be complicated. She described tactics she
used to create positive change:
When I need to discuss the financials of a project, I connect it to the patients we are
trying to help. I break it down using basic costs and benefits. We have discussed
everything from materials to salaries. Transparency keeps everyone on the same
page.
Jill created collaboration through transparent financial conversations. Based on my field
observations, she also supported a process of inclusion through emails and created a positive
work environment through staff activities. She explained that these tactics helped her to navigate
change and avoid conflict.
Dee experienced conflict related to financial implications in her workplace. She
expressed feelings of dismay and offered a story in which change led to conflict related to the
“Triple Aim”. She explained that when her organization faced financial pressure, it created a
toxic work environment:
The place really got sour when people were being fired. The budget was cut and
people were being let go left and right. It seemed like the guys at the top and their
friends were safe… Not the case for the nurses, most of which were women. They
were consistently on the chopping block. I was disgusted, but couldn’t do anything.
They called it “fit for the future: a right sizing exercise”. It was traumatic! These
were real social justice issues… I was so disappointed in the leadership team.
Dee explained that despite exceeding her financial targets, she was held on the outside of the
leadership team because she didn’t fit in:
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It was hell working in the ‘boys club’. All they cared about was built money, power,
and who was hosting Friday night’s gathering. Nurses were treated like meat. It all
led me to resign.” Specifically, Dee expressed that when gender and sexuality
influenced decision making, it became a personal conflict of values.
Talent management. Eight of the executive nurses recognized the importance of managing and
retaining talent. These executive nurses synonymously termed this as: talent management,
human resource management, or human capital management. Bill had a bad experience with
human resources when he was labeled as being arrogant after a conflict about his performance
during a presentation to the organizations CEO:
People mistook my confidence and translated it into being arrogant. It surfaced after
I had presented my team’s accomplishments on a big project. The CEO started
asking me a lot of hard questions. I answered them all and built his confidence, he
offered praise. After that the [a regional] President started creating conflict. First,
our human resource director asked for a “talk”. She told my boss that my comments
and ideas were grandiose. My manager immediately reprimanded me… I wasn’t
even given a chance to explain myself. I was instructed to meet with the regional
president to have a conversation about mentorship and ways I could improve. I felt
crummy after that. It was disheartening, and I felt betrayed by my leader. I felt like
my boss was uninformed and rushed to judgement to save his own face.
Bill worked through the situation and continued to rise within the organization. He explained
that taking time to discuss his frustration with other nurses outside of his organization helped
him to cope.
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Bill described the hierarchical structure and the role of the human resource director in his
organization. He explained, “In this company, the hierarchy is steep and upheld by the human
resource department. They approve the hiring and the firing.” He felt that his organization’s tall
structure created a feeling of oppression for the people involved. He explained, “When you’re at
the bottom, the top seems far away. When you are at the top, you become isolated from the
patients and staff. Either way, the chain of command makes you feel small.”
During his career, Bill had experienced limited upward mobility because his manager and
human resource director had blocked him from moving. He felt that he could not trust his
manager after these human resource conflicts. He explained, “Managers were graded on their
staff retention numbers. They were directed to hold nurses back. It took a miracle for me to
break free”. Through his experiences, Bill was inspired to develop new approaches. He
explained, “I’m all about helping nurses rise”. He explained that this experience inspired him to
explore flat organizations, which are led by nurses in Europe. Using the European nursing
models, Bill created greater visibility of nursing accomplishments. He stated, “The model
promotes a flattened structure where people can access leaders. Good work is noticed and yields
opportunities. Also, there is equity sharing to create greater staff accountability”.
Lee explained the challenge of being treated as human capital rather than a human being.
She described feelings of being objectified by her organization:
I remember the first time I was told that everyone is dispensable…that felt
dehumanizing. I felt depressed and lonely after that. It was distracting… I lost my
focus at work and became more concerned about being replaced. It also caused me to
appreciate positive human resource management experiences, like training. I
developed a new philosophy of growing our own leaders. The company embraced
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the philosophy. It wasn’t like the past…we started believing that we could not afford
to lose good talent.
Lee leveraged her dehumanizing experience and constructed a new way of thinking. She
explained that the philosophic change was relatively conflict free. She said, “There was no
negative feedback. It made sense and people reported being happier at work”. Lee used her
experience to guide organizational change and avoid conflict.
Lucy explained that some organizations outwardly describe themselves as flat; however,
on the inside, they still functioned hierarchically. She stated, “We boast about being a flat
organization, but employees don’t have any more of a voice here than in other companies. In
fact, they likely have even less of a voice.” She felt that there was a gap in her company creating
a class-based stratification among the workforce. Lucy explained, “There is a clear separation
between the assistants, nurses, doctors, and administrators. Each group sticks with each other.
They see themselves on different levels from one another”. She explained that the class system
she described was most easily witnessed through hallway talk, in the break room, and during
after work activities. She explained that the distribution of wealth and power had influence:
Administrators have the power. They are assigned the most staff and paid the most.
They have stock packages. They get expense cards to charge meals and travel.
Doctors are second on the pole. They have similar financial packages and privilege.
A lot of the top doctors end up tracking into executive roles. The nurses and other
lower level staff work longer hours, perform physical labor, and are offered meager
incentives in the form of cash bonuses.
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Lucy expressed feeling disappointed and saddened by the inequality within her organization.
Lucy voiced a desire to advocate for increased frontline salaries, more reasonable hours, and
equally distributed incentives between clinical and administrative staff.
Similar to Lucy’s organization, the incentive structure within Tom’s organization also
heavily favored particular departments and the upper ranks:
Yes, money is an issue with keeping good staff. We have an executive saving and
bonus package, which isn’t available to the clinical staff. The salary pool is
distributed by department. The funds are split by the departments generating the
greatest income. Organizational rank obviously also makes a difference on salary.
Tom felt that the distribution of salary was fair because it took into account background and
tenure. Using public information, I looked across five of the organizations to better understand
salary distribution. I found that on average, frontline nursing staff salaries were about 10% of an
executive’s. I also discovered that management level salaries were approximately 40% of an
executive’s.
Lara also voiced concern about salary and incentive structures. During our interview,
Lara explained that through her career, the unfair distribution of wealth has been a source of
internal frustration and conflict.
It’s an exhausting fight. It seems pretty clear that the people doing the hands-on work
deserve more than those behind desks. Caregiving is backbreaking! It’s physically,
mentally, and emotionally draining… the people providing the care should be fairly
compensated for their hard work. Caregivers are sleeping in their cars, for goodness
sake!
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Lara expressed feelings of guilt because of her salary in comparison to the wages of the nurses
on her team.
Theme 2: Knowledge of the healthcare landscape. 12 of the executive nurses
explained that understanding the healthcare environment was important to managing change and
conflict related to the “Triple Aim”. These executive nurses worked across all the industries
involved in this study. They explained the importance of four key areas of knowledge: clinical,
advanced practice, healthcare economics, and risk management. They also explained that their
ability to articulate trends helped them to better approach and resolve conflict.
Clinical acumen. 11 of the 16 executive nurses identified a need to have deep insight
related to clinically complex situations. Sara explained, “Clinical acumen is being
knowledgeable about the healthcare environment and having clinical intelligence. I think it’s
required when decision making requires a swift response.” Lucy also felt that clinical acumen
was important because she faced a rapidly changing work environment:
The nurse leaders that work for me are committed to exceptional clinical outcomes
and patient satisfaction. They regularly face uncertainty, which necessitates good
clinical understandings. It’s like finding your footings when you are climbing a hill.
You need to understand a bunch of stuff and then proceed carefully.
Lucy provided an example of how clinical acumen shows up in her work place:
I’ll give you an example, last week we had a patient with severely uncontrolled
diabetes and no access to social support, family, or transportation. The guy was
literally taking the ambulance to our ER [Emergency Room] every week, sometimes
more! Understanding the hierarchy of needs, the team coached him on independently
navigating the community at the same time as addressing his medical issue. This
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meant education on taking the bus, as well as long-term diabetes management… it
doesn’t make sense to address the disease without addressing the situation.
Lucy also expressed the importance of whole person care. She explained that caring for people
beyond the boundaries of medicine and nursing would have a greater impact on population
health management, costs of care, and patient experience. She explained:
Looking at the whole person, not just the disease they have. We need to stop fixing
and start caring. There’s stuff we can’t fix…like abuse, trauma, adverse childhood
experiences…we have to listen, be present, and offer a sense of understanding.
Having clinical insight is like a guiding light for nurses in these puzzling situations.
The same approach won’t be true for everyone. As a leader, you need to zoom-in and
quickly understand what is happening, give the team support and care. You need to
put the puzzle together by thinking about how things like disease conditions, social
situations, business cases, and public health all fit together. When this is done right…
safe, focused, well-rounded patient care results. That’s what needed to accomplish
the “Triple Aim”.
Like Lucy, Sara explained that clinical acumen is important when decisions involve complex
issues. She explained that clinical acumen involved the ability to bring knowledge about health,
technology, social situations, and business together. She offered a process of triangulation that
required critical thinking that was clinically oriented:
Configuring the hospital EMR [electronic medical record] we needed to consider a
number of factors. It was an interesting to bring IT [information technology], health,
personnel needs, business, medicine and nursing together. Our meetings were
ridiculous, people would ask “what are the real needs here?” and nobody knew. I
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spent years in the hospital, so I found myself explaining what it’s like to have 20
patients waiting for meds [medications], and a family waiting to talk with you, and a
patient needing a dressing change, and on and on. The analysts and engineers seemed
shocked by the workload and really needed to rethink the programing and even
platform design. Having a clinical background is super useful, even though
sometimes I need to mix it together with business or tech talk.
Sara’s example demonstrated that some of the most important decisions involve clinical acumen,
which originates from hands-on practice. Jill also appreciated clinical acumen. She explained,
“My clinical experience has helped me to have more meaningful dialogue with my team. I get
where they are coming from”.
Jill also expressed internal conflict related to misaligned clinical viewpoints,
expectations, and policies. She explained, “Differences arose when I realized that the policy was
totally against my better clinical judgement. Thankfully, I caught it and made a quick change. It
could have resulted in a massive accident or staff strike”. In conclusion, Jill leveraged clinical
acumen and quick thinking to navigate change and avoid a potential conflict.
Advanced Practice Knowledge. In addition to clinical acumen, nine executive nurses
identified the need to possess advanced practice knowledge. This type of knowledge is derived
from advanced practice nursing. According to Vanderbilt University (2017), advanced practice
nursing impacts the “Triple Aim” by providing innovative ways of providing cost-effective care
and improving patient accessibility to skilled practitioners. Bill concurred with this perspective.
He explained that within his organization, people respect advance practice nursing, “The
leadership team respects advanced practice nurses. They understand that these nurses use
evidence to better understand our community. Their connections, conversations, and research
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keep us informed. Advanced practice nursing involves skills that make partnering in difficult
situations possible”. Bill went on to provide an example of how advanced practice knowledge
can aid in change management:
We found this out a long while back while working through a new patient
workflow… a total redesign. Access was a point of contention for pushing everyone
apart. The finance department argued with the clinical team about who should be
doing what and the required hours of operation. In the end, an advanced practice
nurse partnered with both the clinical and finance teams and settled things down. He
used his advanced practice knowledge to loop-in community partners and worked
with them to build a coverage plan. This solved the problem and resolved the
dispute. By reducing our required hours of operations, finance was happy. By
maintaining access for our patients, the clinical team was happy. It was a win-winwin for the patients, doctors and us.
Bill clarified that advanced practice knowledge and community-based relationships helped to
mitigate conflicts, because his team brought a fresh perspective to the table.
Jean also supported the use of advanced practice knowledge in her communications and
policy work. She explained that advanced practice knowledge empowered her as a top
organizational executive and strengthened her position in the political community. She felt that
her relationship to theory and research also helped inform her about epidemiological, social
determinants of health, and literacy trends. She explained, “I’m an advanced practice nurse and
find myself combining health and community research all the time. I’m always looking for
direction related to population health and the ‘Triple Aim’”. Moreover, Jean explained that her
role and responsibilities as a professional required an advanced practice nursing education.
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Healthcare economics. Healthcare economics was important to executive nurses. Eight
of the 16 executive nurses explained that healthcare economics was important in managing
change and conflict. Bob explained, “Healthcare economics is an actuarial discipline concerned
with how efficiently and effectively healthcare is delivered”. Based on an organizational chart
provided by a health system, the healthcare economics department was focused on the
measurement of operations, results, and value. They also provided predictive analytics to guide
business decisions. The executive nurses identified a wide range of connections related to
healthcare economics. Some examples that came up during the semi-structured interviews
included: program measurement, data mining, analytics, reporting, and assessing risk.
Sara explained the importance of being able to collaborate with economic analysts. She
stated, “Getting along when you are told that your team is losing money is not easy, but having
an honest partner who gets the numbers and tracks your progress is essential”. She felt that it
was important to connect numbers with stories to create balance and combat misunderstandings.
She explained:
People get tunnel vision with data. An interesting tactic I use to overcome the
challenge of over valuing data involves the power of narrative. We use patient
pictures, community stories, and examples of success to offset or compliment the
data. Putting stories together with numbers adds a lot of color and helps build deeper
understandings.
Like Sara, Lara interacted with healthcare analysts. She described a situation in which she
invited the actuarial team to a clinic that served the poor:
This experience gave them [healthcare actuaries] a sense of what was actually going
on. They were asked to engage with the patients and staff. After the event, they
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gathered to discuss the takeaways. It was amazing to hear them talk about how
outcomes were hindered by slow interactions and outdated equipment. By the end of
the visit, they had a clearer view to guide their work.
Lara went on to explain that by correlating the data, the healthcare analysts improved her
understanding of the community being served. She explained, “They create relevance related to
data on public, health, community, and social systems. This allows for better interpretation of
healthcare and the planning process”.
Rio explained that healthcare economics can enhance health-based understandings. She
said, “We have a team that studies healthcare spending. They compare patient spending with
overall wellness, literacy, and health beliefs”. Rio felt that by accurately comparing data,
conflict could be avoided. She explained, “We create an ROI [Return on Investment] case. If
we are seeing money coming in, a return, we continue funding the program. That’s where our
economists’ are valuable.” She explained that when she was cutting program funding, data
helped her make challenging decisions.
Health policy was also an area of importance for executive nurses. Jean explained the
value of having healthcare analyst support during confusing situations:
My ability to influence lawmakers requires good actuarial analysis. These regulators
control vital resources necessary to support patient care and healthcare delivery.
Healthcare actuaries have saved me in times of real disaster. When I am making a
case, it’s imperative that numbers are broken out in a clean and simple manner.
Jean noted that her involvement in the legislative process was sensitive. She clarified that her
ability to influence politicians and business leaders depended on healthcare analysts that
provided detailed, accurate information.
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Accountable governance was an important function supported by healthcare economics.
Bob depended on his healthcare analytics team to up hold his fiduciary responsibilities. He
explained, “I’m accountable to others… shareholders and the employee base. I need to provide
transparent and accurate reporting”. He also discussed the importance of visualizing data by
using meaningful graphics:
A good presentation can reduce pushback. Accurate data and meaningful charts can
complement the speaker. Good graphics that accentuate the data can make a big
difference. In our company, the data analytics and reporting team sprinkles on the
right details to make slides pop. It’s like secret sauce for executive nurses.
Bob explained that his colleagues discount the credibility of strategies that had not been vetted
through the healthcare economics team. He stated, “People don’t take you seriously if you
haven’t run the numbers through finance and healthcare economics.” He explained that he
needed to understand and articulate the details that healthcare economics produced.
Risk Management. Six of the executive nurses identified the importance of managing
risk during their interviews. They focused on the need to design safe clinical systems, processes,
policies, and procedures to protect workers. Mary expressed the importance of carefully
evaluating clinical activities. She explained, “It’s imperative to identify and address both
expected and unexpected risks”. Mary reviewed the challenges of having to support a nonpunitive reporting environment and building a reward-based system for reporting unsafe
practices. She stated, “Getting it right means supporting safety surveys, responding and acting to
safety recommendations, and ensuring staff is clinically competent and trained on roles related to
patient safety.” This also connected to discussions about how executive nurses’ roles influence
population health management. Mary expressed the need to take actions to support nationally
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instituted professional standards. She said, “We need to be aware of national best practices and
bring them to the table. I’ve avoided conflict by managing workplace risk and creating a safe
work environment”.
Risks related to patient safety were also important to other executive nurses. Ann
explained the hospital system she oversees prides itself on patient safety. She explained:
I’ve partnered with other departments and together we’ve designed mechanisms for
managing patient risk. We believe that transitions between the patient’s home,
hospital, long-term care facility, urgent care center, and ambulatory care center
should be safe and comfortable. Transitions in the healthcare system can be
dangerous. We work together to reduce the risks. Recently we started assigning a
community health worker to accompany high-risk patients during transitions.
Ann explained the importance of developing processes, which enhanced experiences:
We need to genuinely understand our patients and their families. Anticipating their
needs and responding promptly creates memorable moments. We want them to
remember the great care they received… and recommend us to others.
Ann explained that consistent patient feedback is helpful in managing change and related
conflict. She stated, “The ability to design and engage within a robust quality improvement
program involves getting feedback from the frontlines. I like to include direct patient feedback
from surveys.” She felt that when she faced challenging conversations, it helped her to have
patient-based evidence:
Understanding the patient’s likes and dislikes removed barriers in conversations
between my team. Feedback was coming from the patient, and that can be a
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breakthrough. We made changes based on real-world feedback and refocused it
through interactions.
Mary concurred that patient feedback was crucial. She explained that her annual performance
goals are closely connected to patient feedback:
Innovation and patient satisfaction are important goals for my team. Our CEO
challenges us to develop new ideas and wants to hear about patient stories. Also our
performance is measured using patient surveys, and we use those surveys to create
innovative approaches.
Overall, Ann and Mary both expressed that listening to patients reduces risk and conflict. They
explained that through their careers, promoting the patient voice had created positive change.
Theme 3: Focus on population health. Population health was important to many of the
executive nurses. Ten of the executive nurses interviewed required an understanding of
population health in their roles. These executive nurses worked across health systems, private
health wellness, and fitness businesses, and profit-based health plans. One reason these
organizations may have valued population health is because it ties directly into their revenue
stream. According to Ann, working in a county health system requires at least a basic
understanding of population health. She explained that executive nurses need to comprehend
individualized patient care, population health, and community care:
Taking care of individuals is at the heart of nursing… taking care of populations is
hard. We need to look at the community and think carefully about their gaps in care.
Nurse executives need to be attentive to community needs and patient-centered care.
As a team, we take time to discuss cases and look for trends in the community. This
is not haphazard! Population health entails understanding the community story.
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Furthermore, Ann also felt that executive nurses require a population health perspective. She
explained, “Population health is purposeful! When you understand the struggles of the people
living within the community, healthcare becomes far more meaningful”.
Access to the right data. According to the executive nurses interviewed, access to the
right data at the right time was important. Modern times have granted executive nurses access to
large data sets and advanced analytic tools. Their ability to access the right data can be
complicated.
Bob explained that he uses insurance claims to study population health trends. Using
medical and pharmaceutical, he has visibility related to disease trends across the state. He
explained how the use of data has evolved over time:
In the past, population health data collection was highly manual and understandings
trickled-in. It was difficult to capture information quickly enough to identify
emerging trends across the whole population. Disease trends went unrecognized.
This was a problem for us… the longer it took, the sicker the community became.
People made confused decisions and it was frustrating for the teams. Having a
population health mindset requires having access timely data. Good data makes all
the difference!
Bob felt that population health strategies offer the greatest potential when they are applied using
the right data. He provided an example that occurred during a time of change and conflict:
We were restructuring and real time data about our patients kept us moving in the
right direction. We were all frazzled, but we identified wins and celebrated
successes. Once comfort was created, the data helped us to identify problems. Train
wrecks in the population that the leaders were accountable for but didn’t know much
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about. It caused panic at first, but then we talked about the evidence to expose the
real issues.
Bob’s use of data helped to settle and agitate team members in his organization. Lee expressed
the emotions that can result when data are lost. She provided an example during an important
client project that required data. Lee explained, “We had lost all the data and Luis [team lead]
was furious. Without any data… the client wouldn’t pay us, and he was taking it out on
everybody”. Lee’s statement validated that data or lack thereof can stirrup emotions and create
conflict. She explained, “We were feeling awful! We accepted the issue and started collecting
data from the beginning. Refocusing helped us get back on track”.
Organizational perspectives. Organizational perspectives have changed alongside
executive nurses. Today, most large organizations are focused by a vision and mission. Within
the organizations that I visited, the missions and visions were captured through statements and
visible through signs and pictures on the walls. The statements ranged from delivering
meaningful services, to being the best, and also religious relationships. Below the mission and
vision statements, each organization offered cultural values. These included concepts like:
integrity, care, belonging, relationships, innovation, equality, faith, and performance. All of the
executive nurse participants offered thoughts about their organizational perspectives. According
to Rio, organizational perspectives form when the mission, vision, and cultural values are
adopted and fully embraced by the executive nurse. She described how her organizational
perspective formed in relation to the corporate culture:
When I started, I studied the mission and vision. I attended trainings and learned
from my colleagues. After a few months, I started connecting the culture to my work.
I would think about how to involve the mission, compassionate care. After I started,
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the team needed a reset… redirection. The cultural values were useful in turning
them around. I started having my team present on culture during our team meetings.
We used the cultural values to ground ourselves, especially when we were struggling.
The staff appreciated the new direction and things worked out. Now, I see them using
the culture with their staff.
Rio’s statement helped to better understand how organizational perspective influences executive
nurses. It also described how targeted interventions, like team meetings, can align with the
corporate culture. Mary explained that we need to involve the perspective of frontline caregivers
to achieve the “Triple Aim”:
Although we are advancing our understanding of data by using fancy analytic tools,
we shifted our focus toward community care. We developed the philosophy by
engaging the people providing the care, nurses and social workers. This is a super
population-centric strategy. We changed the company’s focus toward preventive
health. It was part of our “Triple Aim” redirection effort.
Mary went on and explained how she accomplished an organizational paradigm shift:
I tasked the leaders with developing a deeper understanding by shadowing caregivers
and studying patients’ cases. We changed our mission to match the idea of standing
by the patient. We moved past disease management and toward supporting patients
holistically. These actions were a catalyst in changing the organization’s outlook.
Mary led a major organizational change in direction, focusing on a highly localized health-based
strategy that aligned closely with the “Triple Aim”. According to the IHI (2012), the “Triple
Aim” offers a prevention orientation rather than the traditional reactive support and maintenance
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approach. In order to make this change materialize, Mary leveraged the organizational mission
and believed in involving thinking captured from the frontlines and taking it into the boardroom.
Executive nurses found themselves taking calculated actions to involve the organizational
perspectives. Lara explained how she used her time at the bedside to influence her leadership as
an executive nurse:
When I was a floor nurse, I quickly learned the art of planning ahead. When patients
were being discharged, if things weren’t planned in advance, it was total confusion.
The planning needed to happen at admission and occur across the patient stay.
Discharge should be a time for emotional support and reinforcement. It’s the same in
business, start the planning early, then execute, reflect, measure, and support your
team during the transitions. Our culture supports this logic… it’s kept me sane and
offset swirl [conflict].
Through the semi-structured interviews organizational perspectives were important to executive
nurses. Many of these perspectives were developed at the frontlines and scaled to address
population health requirements. As described, Rio, Mary, and Lara were able to incorporate
organizational perspectives to navigate change and conflict.
Evidence-based actions. Seven of the executive nurses identified the need for evidencebased actions to help navigate change and manage conflicts related to the “Triple Aim”. Sam
explained that the design of evidence-based interventions played an important part in the
development of healthcare technology solutions:
We have a need to improve the health of our communities. Regardless of what area
you are in, healthcare leaders have a responsibility to stretch their thinking. We need
to construct platforms that look at the individual and community’s health. Using
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evidence to inform strategy is front and center. Customers and patients need to feel
confident about the information, treatments, and care they are receiving.
Sam explained the importance of tracking evidence. She also described how evidence helped her
navigate:
As we develop tech solutions, we collect evidence. If we want to improve the health
system we need supportive evidence. When you asked me about conflict… that was
the first thing that came to my mind. Backing up your actions with research makes
people take you more seriously. Evidence alleviates uncertainty and it keeps people
calm.
Ann also felt evidence should be used strategically. She explained that within health systems,
nurses should be educated using research and evidence. She described competencies that could
be enhanced by using an “evidence-based curriculum”. She explained the application of
evidence:
As an organizational leader involved in population health initiatives, evidence is not
optional…it’s an expectation. Nurse leaders across a spectrum of roles, should
identify core role-focused competencies, review research, and apply evidence-based
practices. Our staff trusts us, and as leaders, we take that seriously by stepping-up
with proven methods.
Ann also explained the connection between evidence and the “Triple Aim”:
We have several nurses who are also researchers. They provide evidence on why we
embrace particular practices, trainings, and deploy care the way we do. This is at the
root of achieving the “Triple Aim”. We involve ourselves in research and building a
body of clinical evidence. It’s a give and take approach.
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Ann described how evidence is used in her workplace. Her team actively aligned research with
workplace practice. She was proud of her team possessing highly specific clinical knowledge
and work-oriented skills.
Soft Skills to Navigate Change and Conflict
Beyond hard skills, executive nurses also leverage soft skills to manage change and
conflict related to “Triple Aim”. Soft skills are described as, “Desirable qualities for certain
forms of employment that do not depend on acquired knowledge: they include common sense,
the ability to deal with people, and a positive flexible attitude” (Collins English Dictionary,
2012, p. 294). During the semi-structured interviews, many of the executive nurses described
several soft skills. Based on careful analysis of the data, three central soft skill themes surfaced.
The three central themes included: (4) alliance building, (5) leadership and change management
experience, (6) levels of professionalism. The soft skills that were identified are further broken
down in Figure 6 below.
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Figure 6. Executive nurse soft skill themes discovered through the research process.
Theme 4: Alliance building. Relationships were important to all 16 of the executive
nurses that were interviewed. All of the executive nurses expressed the importance of
constructing trusting and collaborative relationships. The executive nurses described
relationships ranging from stakeholders to inter-professional partnerships. They occurred across
the continuums of care, practice settings, and within the community. Dave explained the value
of facilitating a personal network. He described the value of direct and honest interactions in a
credible and supportive manner. He also suggested that building lasting relationships with allies
can assist in weathering organizational change and conflict:
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I am proud of many things...having people who are in my court is an asset that can’t
be undersold. Having allies can act like a personal board of directors. When I’m
cruising along and hit a wall, I discuss my challenges with the board. They ground
me because it’s not just healthcare people. We aren’t on an island here, we are not
alone. When stuff hits the fan, they help with blind spots.
Dave also felt that it was important to relate with people when building alliances. He described
tactics that help him navigate relationships:
There is also a great deal of value in demonstrating empathy and concern for people.
Sometimes showing a little vulnerability can go a long way. This is something I have
to nudge myself to do. I’m sensitive, but get lost in the work. Evoking emotion is at
the center of change management. It’s the art of care!
Similar to Dave, Dee also discussed alliance building in her interview. She explained that
practicing law can be challenging, but having the right attitude can create alignment:
It’s not easy to trust people in this business. I’m in a position where people lie and
cheat. That’s the shitty part about being a lawyer, people get nervous and they lie.
They do what it takes to survive. I have made it a practice to assume positive intent.
I accept that people are not out to get me, they are in a situation that makes them act
out. This attitude has led to alliances that created successful outcomes.
Dee’s statement exemplified the value of bringing trust into the center of practice. She firmly
believed that trust was required while navigating change and managing conflict. She also
explained that assuming positive intent allowed her to move through challenging situations.
Based on my field observations, I noted six organizations that embraced relationships and
alliance building. Each of these organizations offered pictures of people engaging in common
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areas of their buildings. For instance, in Jill and Lara’s office entryway, I observed a picture of
two professionals shaking hands. It featured the quote, “Better Together”. Tom’s office had a
picture of a community gathering and people having a barbeque. It featured a quote that said,
“Doing our life’s best work, as a team”. Each picture reinforced the value of relationships and
alliances.
Diversity. Diversity was important to some of the executive nurses, because it promotes
person-centered care and generates innovation. Four of the 16 executive nurses interviewed
mentioned diversity within their interviews. Interestingly, three of the four executive nurses that
mentioned diversity represented people of color. The reason that only 25% of participants found
diversity worth mentioning may be related to their limited understanding of the benefits of
having a diverse workforce. According to Lucy, having a diverse workforce offered differing
perspectives to complicated healthcare problems. She explained, “When we have complex
problems to solve, having a mix of people can stimulate new thinking”. Lee offered the
understanding that diversity is an asset that cannot be replaced:
Diversity is required for richer staff experiences. Let’s be real, people have different
experiences. When we create an environment that feels safe to share feelings, we
start to see the best of the group. Not just a person, but the group. We appreciate
differing perspectives to challenge thoughts and create real innovation.
In contrast, some executive nurses expressed challenge in relation to diversity of thought. The
area of greatest challenge included cultural health and interactions that involved inclusionexclusion decision making. Rio explained:
Healthcare executives should recognize the importance of advocating for minority
groups. There are leaders who don’t think about including culture in care. They just
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expect patients to accept their culture. There is no flex towards the patient’s needs.
Just a few days ago, we had a conflict between a Hmong patient and a white nurse.
The nurse didn’t understand the patient’s rituals and didn’t make culturally sensitive
decisions. As the department leader, I didn’t blame the nurse… instead we offered
her opportunities to learn more about the Hmong culture. We added immersion
experiences to her development goals.
Rio went on to explain the importance of cultural education and cross-cultural engagement. She
felt that cultural competency offset conflict. She also described the value of having on-site
support to work through challenges when they arise.
Collaboration and shared decision-making. Collaboration and shared decision-making
surfaced during 13 of the semi-structured interviews. Bill connected the ideas of community
collaboration, shared decision-making, and meaningful partnerships. He explained that shared
decision-making was a powerful tool in crafting programs to impact the “Triple Aim”. He
reviewed a program that his team had crafted to engage and activate a group of Hasidic Jews
living in a large city. He stressed the importance of bringing the right people together when
constructing community health strategies:
We had a problem. We needed to deliver well check-ups and flu shots to an orthodox
Jewish community. Most of the approaches we used in the past didn’t work. In fact,
they pissed off the community leaders. Maggie from my team partnered with a
Jewish community leader, a Rabbi to better understand the concern. He helped us
understand what was going on in the community. Together we designed and
implemented a meaningful strategy to support the community.
Bill explained the impact of the collaboration within the Jewish community:
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As a result of our alliance with the Rabbi, the number of flu shots and check-ups
skyrocketed. On top of that, we started getting really positive feedback from the
patients.
They reported liking the way we had shifted our thinking and were partnering with
them. They liked that their cultural traditions were included in the care. Personally,
I think this was a huge win in overcoming the conflict we ran up against. Until we
took accountability, we were failing ourselves and the patients. We needed to change
our thinking and collaborate more closely with their community.
Bill’s example helped to demonstrate the impact of collaboration and shared decision making
while addressing the “Triple Aim”. His experiences showed the power of aligning partners to
improve care and outcomes.
Similar to Bill, Sam offered an example of collaborating outside of healthcare to improve
outcomes during times of change and conflict. She used opportunities working within
committees to address conflicts her customers had with software. She explained, “When I went
to the committee meetings, we discussed barriers within the clinical documentation platform. It
was great to have the group talk about opportunities. Together we designed several new patches
[solutions]”. Sam explained that because her team was responsible for the software, people
placed blamed for not meeting their needs. She accepted that and then collaborated with them to
create meaningful solutions.
Tom explained that each year he has committed to improving nursing and taking on the
“Triple Aim” by engaging high school students during a career day event. During the event,
high school students come to his workplace and spend time learning about the roles of nurses.
The students can meet nurses and ask questions. Tom explained:
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The “Triple Aim” needs people of all backgrounds to collaborate. There’s a shortage
of caregivers and we need to think about ways to include more people. We have a
problem enrolling male students in caregiving fields like nursing. The career day
event brings a variety of high school students together with nurses. We take time
explaining our stories and describing our careers. The students get information, ask
questions, and leave thinking differently about their career paths.
Beyond students, Tom also acknowledged the importance of collaboration and shared decisionmaking with other healthcare providers. He explained, “It is important to engage other providers
in the event. They can explain their job and how nursing ties in”.
Seven of the executive nurses identified that shared decision-making supported the
development of trusting relationships. Ann explained that strong working relationships are
founded on inclusion and shared decision-making:
Credibility doesn’t just exist… it occurs by including people. Working with people
and offering a space to make choices together is so important. People working
together is influential. It’s how we make the biggest splash with patients. Conflict
will happen, but when people are included in decisions, working together, they feel
accountable and involved. There is inherent value within partnerships.
Ann explained that her teams actively work together with other departments on research projects.
She explained that this was a central part of her organizations “Triple Aim” strategy.
Mary felt that organizations which lacked shared decision-making created internal
conflict. She explained experiencing internal conflict that grew from differing viewpoints
between herself and her organization. Mary explained, “The mission and work were totally
disconnected. I couldn’t stay in a place that lied about what was going on. So I left”. She
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explained that despite numerous attempts to change the organizations direction, she felt left out
during key decisions. This created internal frustration and eventually burnout. In the end, she
explained that the burnout caused her to leave the organization.
Theme 5: Leadership and change management experience. Leadership experience
was viewed as an important component of navigating change and mitigating conflict by every
executive nurse involved within the study. Four of the executive nurses identified the
importance of having leadership experience to navigate change management. Rio explained that
visionary thinking is a product of experience:
I had handled a similar problem in the past. The first time, I was totally caught off
guard, I was scared of a law suit, and my decision-making was out of whack. A few
years later, we had another clinical failure. It was actually worse, but I wasn’t caught
off guard. My past experience guided me. I was able to stay calm! The second time
around it didn’t feel as scary. Figuring out the right way to handle change and
conflict takes time.
Rio also explained that her basic training was an important part of her leadership style:
In graduate school, I remember watching my instructors handle complex situations. I
saw how evidence guided their approach. I think that was when my clinical
leadership style started to form. I shifted from being a doer to being a leader. The
influence of others has defined my leadership style.
Like Rio, Dave provided an example about how his past has helped navigate change and
conflict. He explained that in his past he experienced adverse childhood experiences. He felt
that these experiences helped him better relate with patients:
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I don’t talk about it too much, but as a kid I didn’t have much. My parents divorced
and we never really had money. I wasn’t treated well by my mom’s boyfriends.
When I think about the patients we serve, I remember the hard times. Being able to
relate with patients keeps me grounded. When patients are frustrated about their lives
and care, whether it’s getting to the clinic or not having money for medications, I
remember my past.
Dave’s past experiences and empathetic approach supported his leadership style and strategic
planning:
As a leadership team, we discuss patient cases. Last week, we had a case where the
patient was missing appointments. People had a hard time understanding why. The
operations officer was mad because the patient was wasting the clinics time. He
wanted to “fire” all the non-compliant patients. I noticed a note in the record that the
patient had recently lost his job and car. He had been taking the bus to appointments.
I remembered taking the bus as a kid, and talked to the team about the complications
of public transit. It changed the tide, and we started discussing ride support to help
patients rather than “firing” them.
Lee also leveraged her past when making decisions. She explained:
When we were getting this division up and running, I faced lots of difficult situations.
We were a new team and just learning how to work together. I was pulling together
meetings and people were not on the same page. Some people were angry and others
were ready to quit. I had managed similar circumstances in the past. Once I picked
up on what was happening, I set-up some team building events. We started learning
about each other outside of work. The events got the team clicking and people started
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to create relationships. Pretty quickly, I noticed the tone in the workplace become
more positive.
Lee explained that she also based hiring decisions on peoples’ experiences. She felt that
leadership and change management experience was best measured by behavioral interviewing.
She would screen candidates by asking them to describe situations in their past to gauge their
current thinking and define how they might handle sensitive situations.
Self-Development. Self-development was identified as an important part of leadership by
five of the executive nurses interviewed. Self-development involved listening and incorporating
input from the people around them. According to Dave, it was important to understand areas of
personal strength and weakness. He described professional and personal growth:
Building new skills is something we all need to acknowledge. It is part of being a
lifelong learner and a good leader. Everyone should be looking for their weak areas,
“blind spots” and building skills accordingly. Lately, my personal growth has been
on advanced practice nursing. It developed through an identified need to better
support patients who lacked access to primary care. I started learning more because I
didn’t know a lot about population health and advanced practice nursing.
Dave explained that a major component of his self-development was guided through mentorship.
He stated, “As a leader of nurses, I found myself needing more support. My mentors helped me
figure it out”. Dave explained that mentorship could create meaningful leadership. He stated,
“When I think about my leadership, it’s my mentors that come to mind. They questioned my
logic and assisted me in learning more about leadership, care, and population health”.
Mentorship was also important to Bob. He described the importance of establishing a
process to guide mentorship experiences. He said, “My career was guided by my mentors. They
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gave me hope and honesty when I questioned myself. I wanted to give back.” Based on his
appreciation of mentorship, Bob helped to build a mentorship program at his organization. He
explained, “Mentorship requires structure…a well-constructed program. We created a guided
mentorship program. It combines careful pairing and planned outcomes”. Bob explained the
value of engaging people in the program. He said, “We have seen terrific outcomes from the
program. When we have troubled employees, the program has helped them deal with their
problems and succeed”.
Self-development was also important to Jane. She described a process of self-reflection
to help her grow. She explained, “I take time to think about my experiences. I have a journal
were I capture my daily or weekly thoughts and feelings. When I’m managing change, I go back
to my entries and reflect”. She discussed the value of structured time to reflect and think things
through. She felt this process helped her transform into a better leader.
Succession. Future planning and succession were important to seven of the executive
nurses interviewed. Rio felt that succession planning was one of the most important aspects of
leadership and should occur at all levels of an organization. She explained that deliberate
succession planning helped her succeed. She stated, “Our company offers a variety of structured
programs to help leaders think about their career development and journey”. Jill also discussed
succession planning. She explained, “We support the development of aspiring clinicians and
leaders. We create development plans and set them up with skill building opportunities”. Lara
explained that she embraced progression and succession planning. She explained:
I value working with my team on future planning. We have ongoing conversations
about succession, both mine and theirs. I want to understand their aspirations and
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help them come true. I am always working to make myself obsolete… this involves
preparing talented people to step-up.
Like Rio and Lara, Tom also felt succession planning was important. He explained, “Succession
planning involves evaluation of staff and then supporting them toward the next steps in their
career”. Tom felt that succession planning involved the ability to influence. He stated, “I
consider the impact of my career by examining the impact that they are making on the
population. I slowly increase their responsibility and let them fly”. Tom described an interesting
process for succession planning. He explained, “The approach has three steps: First, I am doing
everything, next, we do things together, finally, you are doing it all by yourself”. He explained
evaluating people as they moved through the three phases to determine the best transitions.
Ann also believed in succession planning. She described a situation where she was
coaching an employee toward the next level and recognized they were ready for a promotion.
Ann explained, “I watched Joyce grow over the years. I knew she was ready for the next step
when she was reading my mind and doing the right things. Joyce’s ability to anticipate was
amazing, and I knew that she was well prepared for a more senior role”. Ann also explained
using conflict to build character. She said, “I never waste a good crisis. During times of change,
or even conflict, it is great to throw people in and see if they sink or swim. It builds character
and leadership skills”. She felt that by practicing change management, her staff developed
toward higher-level roles and responsibilities.
Sara also described the use of succession planning to strategically avoid system failures.
She explained, “Change is going to happen and it’s important that someone can continue the
work. We need to be prepared for anything and everyone in healthcare should be thinking about
coverage.” Her strategic management approach involved anticipating change and creating a plan
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to avoid breakdown and organizational conflict. She explained, “The system requires a lot of
people to function. If we are missing a piece, the whole thing slows down and fails.” She felt
that it takes time to train people for the next step in their career, but it is important work. Sara
said, “It is not easy to take time out to train people on your work, but success comes in
preparation. When things change, you’ll be glad you took the time”.
Theme 6: Levels of professionalism. Professionalism was a concept that was
considered very important by 10 of the executive nurses. These executive nurses worked in
private firms, health plans, and an educational institution. In relation to change and conflict, they
felt that professionalism created an environment that focused actions, supported positive change,
and helped build team unity. In their organizations, professionalism was evident. I recorded
people working in large fancy boardrooms, wearing suits, and having secretaries or
administrative assistants to handle tasks. Professionalism was viewed by Ann as, “Having the
ability to show-up in a way that fosters team action and supports innovation and productivity”.
She explained that professionalism was founded on the idea of “showing-up”. She described a
colleague that demonstrated a high level of professionalism:
Lisa demonstrated a higher-level of professionalism. She was able to control a room
with her presence. She looked calm in the most heated situations. She had a talent of
being able to collaborate with stakeholders across the care continuum. She also
fostered an environment of performance and transparency.
Ann helped to frame levels of professionalism through her experiences working with people.
Lucy also identified professionalism as a core skill in managing change and conflict related to
the “Triple Aim”. She felt that professionalism was a way of life. She stated, “Professionalism
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is not something that you turn on. It’s engrained in who you are as a person. You have to desire
it and then live it.” Lucy explained that her professionalism occurred in stages:
I became more professional as I matured in my career. As I moved up the ladder, I
paid attention to professionalism. I watched people around me and mimicked the
characteristics that worked. I also paid attention to peers that were not being
professional. Unfortunately, professionalism is not a requirement. I have put up with
a lot of crap from doctors in nursing practice. I’ve been challenged because I’m a
woman and a nurse, or both. It’s pretty gross!
Bill also felt that professionalism is crucial during times of change and conflict. He explained
that when you are navigating change, having a presence of professionalism can make a major
impact:
Change can be really great or really destructive. Professionalism makes all the
difference. Leaders need to be in control and present themselves in a manner that
suits the emotional climate. In some situations, they need to be confident and in other
situations vulnerable. It is a skill that just cannot be understated.
While at a conference for her company, Lara observed how a lack of professionalism caused her
colleague to get fired. She explained:
It was the first time I was invited to the summit. All the top senior executives were
there. I was really careful to be as professional as possible. In the evening, the
company hosted a cocktail hour. I was with a colleague and we ran into the CEO.
My colleague started complaining to the CEO about a project he was working on.
The next day, I ran into the CEO again. She said, “I really like you, but you should
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stay away from John [her colleague]. He is getting a bad name. Yesterday, his
comments were totally inappropriate.” About two months later, he was fired.
Lara’s story helps to understand the importance of acknowledging a professional attitude. It also
helps to understand that small decisions can have long lasting impacts to executive nurses.
Core values. Professionalism also connected to discussions about values. During the
semi-structured interviews, nine executive nurses mentioned their core values. Sam explained
that compassion was an important professional value to her. She stated, “My values provide
emphasis in my leadership. I think compassion is vital. When I think about healthcare, love and
compassion are at the center”. Sam explained that through compassion she has established trust.
She explained, “When I demonstrate care, it helps to establish professional trust”. She explained
that by taking other people’s perspectives into consideration, she created stronger bonds.
Tom appreciated integrity as a core professional value. He explained that delivering on
commitments and honoring his word had helped him navigate change and conflict. He
explained, “Simple actions like sending timely responses to emails and delivering reliable
information are how you establish yourself. Integrity means delivering on your commitments”.
He explained that holding integrity as a core value, had led to past promotions because his
managers viewed him as being honest and reliable.
Jane felt that authenticity was her core value; however, she felt that being “true to
herself” was not always a benefit. She provided an example of her authenticity causing conflict:
When I was coming up, my authenticity got me in trouble. I had just gotten a job as
director of health strategies and was in a meeting. The vice president called on me to
introduce myself. I got up and provided my basic information, name and role. He
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asked me to tell the team a little about my first few weeks on the job. I provide some
background and then said I thought the work was really challenging and I was
struggling a bit. This caused a load of problems. The vice president called me into
his office and asked if I need less work or someone to help. He hired someone else
and split my work. Eventually, I was laid-off…It was not ideal.
Jane went on to explain that she still appreciated authenticity, but she has become more careful
about how she presents herself.
In regard to the core values identified by the executive nurses in this study, I expected
more comments related to self-care and preservation. Interestingly, self-care and preservation
were not widely discussed by the executive nurses. Although some executive nurses expressed
the value of taking time to care for and preserve themselves, this was not the majority. In
addition, comments that related to burnout overwhelmingly outnumbered comments on self-care
and preservation. This deficit may be because nurses are more accustomed to giving rather than
taking.
Handling sensitive situations. Handling sensitive situations in a diplomatic manner was
viewed as being important to executive nurses. 11 of the executive nurses felt that when
sensitive situations arose, their ability to make the right decisions was important. Dee explained
that handling sensitive situations involved, “A focus on crisp communications that encourage
forthright and open discourse around ethical challenges”. In addition, she felt that the ability to
provide a space that welcomed open conversation was imperative.
Being able to stay calm and handle sensitive situations is important. When you are
dealing with ethical concerns, it makes it even more valuable. Ethical concerns
require deep interpersonal communications between staff, patients, and partners. You
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need to have the ability to analyze violations and meet people where they are at. That
is a challenge and opportunity in leadership.
Dee also explained that her ability to understand risk related to sensitive situation was important.
She stated, “At the most basic level, managing sensitive situations is about the risk. Risk needs
to be understood and controlled as best as possible”. Dee explained that risk intensified when it
went unrecognized and situations flared-up. She explained, “I have seen things go really bad for
people when they underestimate the situation. If there is a lot of risk, you need to plan
accordingly. If you get caught off guard you’re screwed”.
Similar to Dee, Sam felt that handling situations needed to be done with caution. She
explained that her ability to prioritize was helpful in managing sensitive situations:
As I interact with individuals, and we discuss sensitive matters, I try to involve
personal values. That sounds scary, but it’s okay to be a little open. When I’m asked
what matters, I try to bring my goals, the company’s goals, and the employee’s goals
together. When this happens, I prioritize those values in our discussion. I understand
what is important to them, and find a way to move forward together. It’s all about
unity and meaning in the work.
Sam also explained that sensitive situations required professionalism and evidence- based
thinking, “When people get stuck and shutdown during complex projects, I use a mix of
empathy, recognition, and evidence. I also make sure to keep things appropriate for work”.
Lee agreed with Sam’s perspective and explained, “Datasets help me work through
sensitive situations. They help my team to focus on the evidence, rather than getting lost in the
unknowns”. Moreover, she explained, “My ability to communicate a clear structure allows us to
create the best possible solutions”. Lee felt that the ability to operate together can also help settle
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people down during times of panic. She stated, “I believe in interoperability within this
fragmented healthcare system. Working together can help people find strength during times of
disarray”. She felt that meaningful interactions allowed for “optimized care delivery”. Lee also
felt that independence was important. She offered an example of when her team was allowed
autonomy to navigate through a sensitive situation:
My team established an information technology infrastructure to measure systemic
performance across three care settings. The cool thing was that I gave my team the
freedom to make choices by using what they had learned. This approach calmed
them down and empowered the leaders. They had to take responsibility if it went
wrong too. They ended up developing some really cutting-edge ideas together.
Lee explained that by granting her staff independence, she created a sense of agency that
supported them during a sensitive situation. The freedom also created a stronger sense of
comradery. She felt that a sense of control helped her team handle the extremely complex and
sensitive situation.
Although both hard and soft skills were considered important by the executive nurse
participants, based on the findings of this study, executive nurses felt that soft skills played a far
more important role in navigating change and managing conflict than hard skills. Although, from
an ecofeminist perspective, Shiva (2005) provides some understanding. She explains that there
is a hierarchy of economies which includes subsistence or a nature-based economy. In modern
Western society this economy is undervalued compared to the market or capital-based economy.
The nature-based economy is considered feminine in nature and considers earthly preservation as
being most critical. In contrast, the market economy has a masculine orientation and considers
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capital to be most critical. As such, the destruction of the earth is justified if capital is increased.
This is reinforced within masculine dominated societies.
Connecting Shiva’s (2005) explanation of economic hierarchies, we can derive that soft
skills are also genderized and considered as part of a feminine perspective because they involve
actions, emotions, and personal connections. As such, in our masculine dominated society, soft
skills are often presented as less valuable. In this study, although the executive nurses described
soft skills as being critical to their organizational survival, hard skills were described as being
more valued by their respective organizational leaders. Executive nurses described hard skills
and particular knowledge as a regime of truth, in which it acted as political capital within their
organizations (Foucault, 1995). It was framed as privileged information. Because nursing is
relational by nature, this automatically put executive nurses at a disadvantage comparted to their
executive colleagues with backgrounds in accounting, engineering, finance or economics.
This rang true within the organizations examined because they all represented a
capitalistic culture within a market-based economy (Shiva, 2005). As such, they were inclined to
greatly value skills that were highly technical in nature and contributed to increased profit and
organizational efficacy. According to the executive nurses, hard skills were implicitly granted
higher status and prestige. Many times within the study, personal and organization goals aligned
with hard skills, such as cost-benefit analysis, target marketing to increase the consumer base
(patients serviced), and reducing systematic errors; in contrast, soft skills like treating each other
in a humane way, building peer-based relationships, self-care, and passionate patient engagement
were discounted or not valued at all. Moreover, calling skills “soft” is a rhetorical trick to
delegitimize and put them lower in the hierarchy of skills in healthcare, nursing, and business in
general.
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Within this chapter, I reviewed the key themes gathered through the 16 semi-structured
interviews, field visits, and materials reviewed. I started the chapter by presenting the
participants. This involved a review of their backgrounds and overview of their organizational
positions. This was followed by a description of what it is like to be an executive nurse during
times of change and conflict; including a brief explanation of the three phases of change
uncovered by my research. I went on to identify two main categories, hard skills and soft skills,
by which to organize my data. The hard skills category involved three themes: business skills,
knowledge of the healthcare landscape, and a focus on population health. The soft skills
category also involved three themes: Alliance building, leadership and change management
experience, and levels of professionalism. Finally, I provided a critique of soft skills versus hard
skills. Although I used Doyle (2018) to help me define the core themes of this study in the
findings section, in the next chapter, I will offer an analysis of the findings through the
application of: Class theory (Zweig, 2012), Shiva’s perceptions of corporate power (2005), and
Plato’s Allegory of the Cave (Duarte, 2012).
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CHAPTER 5: ANALYSIS, DATA APPLICATION, NEW WAYS OF THINKING
The purpose of this study was to better understand how executive nurses working in large
organizations (in the United States) handle conflict during times of organizational change. The
phenomenological research uncovered the lived experiences of executive nurses by exploring
emotional, behavioral, and physical aspects of their leadership. More specifically, it unsurfaced
strategies, tactics, and techniques these executive nurses leverage to navigate change and conflict
related to the “Triple Aim”. In this chapter, I analyze my data using the three conceptual
frameworks introduced in chapter two; these include: Class theory (Zweig, 2012), Shiva’s (2005)
theory of corporate power, and Plato’s Allegory of the Cave (Duarte, 2012). Using these
frameworks provided me with a more comprehensive understanding of executive nurses.
Data Analysis, Theory Integration, and Phenomenon Construction
Executive nurses struggle to find guidance within their professional lives. Carefully
analyzing the data, I found meaning within the relationships and experiences of executive nurses.
By applying my theoretical framework to my findings, I developed a clearer picture of the
phenomenon encountered by executive nurses in practice. Furthermore, uniting social and
philosophic theories offered me a balcony level view of the phenomenon. In other words, I am
able to elevate my thinking and look down on the people within the situation. Although the
theories each offered distinct perspectives, together, they helped me create a single more
comprehensive understanding of the experiences of executive nurses.
Corporate Influences on Executive Nurses and Community Care
Corporate power. Shiva’s (2005) theory of corporate power helped me to better
understand the participant’s reality. I applied her theory to interpret executive nurse perceptions
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during change and conflict related to the “Triple Aim”. Shiva believes in systems thinking,
which looks at systems functioning together as a single unit. Drawing on Shiva, and looking at
the stories in Chapter Four, we can say that executive nurses use systems thinking to navigate
change and conflict. They must connect with people and build relationships across a continuum
of care and business. I found that there is a connection between executive nurse settings
including health systems, health plans, private health and fitness businesses and educational
systems. These settings have many of the same challenges; systems thinking helped me to
understand the external business-to-business interdependencies. It also helped to explain the
internal organizational department-based interdependencies. In other words, executive nurses
require internal relationships and external alliances to succeed.
Shiva (2015) believes in systematic global unification. She explains that by coming
together we can harness the ability to make major change a reality. She states:
On the other hand we have billions of species, millions of people. We, the people –
cannot fail the Earth, each other and the future. Join us in an amazing uprising of
love and care where we act as one heart, as one mind and one consciousness to say no
to this ecocide and genocide that is no longer a theory: it is happening all around us,
to every society, in every generation and to every species (p. 13).
Having a global mindset, like Shiva’s, executive nurses can appreciate globalization. For
instance, global unification creates opportunities for executive nurses; through global
interactions they can empower themselves on an international scale. Global interactions also
generate natural educational opportunities. This is valuable in globally strengthening the
profession and creating professional self-determination. Executive nurses with global
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relationships can draw from their partners to better identify international trends and construct
new strategies to achieve the “Triple Aim”. This could be related to culturally appropriate
patient care, which improves patient experiences, creating new clinical models to bend the cost
curve, and accessing more evidence to improve patient-based outcomes.
According to the study findings, executive nurses seek to support people. According to
Shiva (2005), people must expand their horizons by focusing on global and local preservation
and sustainability. Drawing from this perspective, executive nurses must broaden their views by
using a global mindset related to issues like pandemics while evaluating the local communities
they serve. Using Shiva’s perspective, executive nurses can become closer aligned with their
patients, practice, and environment. For example, executive nurses who are mindful about
foreign labor practices are able to make business decisions with global impact.
There is also another connection to having a global mindset in regard to the current U.S.
shortage of nurses. According to several study participants, corporate demand for nurses has
caused healthcare companies to recruit nurses from the Philippines, India, China, and other
countries. According to Dave, his organization found that leveraging lower cost international
nurses drove down the costs of nursing services within the entire company. Dave explained that
the pay differential ended up upsetting U.S. nurses working within the same organization and
was identified as a point of conflict related to the “Triple Aim”. He stated, “Importing nurses
caused reduced domestic nursing wages and impacted our domestic staffs desire to stay within
the company. This led us to further foreign demand for nurses. We effectively reduced the cost
of care, but angered our staff”.
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As expressed in an earlier section, executive nurses may unknowingly or knowingly
serve the ruling class at the top of society (Zweig, 2012). Also, as predicted, some executive
nurses are feeling pressure because of the layers upon layers of middle level managers and
separation from their frontline staff. As a result, these executive nurses are receiving pushback
based on strategies and tactics that are unrealistic to the frontline staff. Furthermore, the
executive nurse participants confirmed that their corporate environments are politically charged;
as such, they are forced to exercise their control through policies, procedures, rules, and
regulations rather than through relationships, meaningful dialogue, and inspirational influence.
In certain situations, executive nurses confirmed feeling isolated, disconnected from the people
they oversee and distanced from the patients being served. This led to several of the executive
nurses feeling depressed and expressing a desire to reengage in frontline work, particularly when
making key decisions and during times of conflict and/or change.
According to Shiva (2015) corporate control is evident. She explains the dangers of
monopolies and singular corporate domination of the global economy. Shiva (2005) explains
that there are many mechanisms of corporate control and domination, like access to food or clean
drinking water. From a professional standpoint, Shiva’s thoughts can help executive nurses
understand that corporate domination also controls care, distribution, and access to basic
physical, social, and behavioral health resources.
Race, class, and gender’s influence on executive nurses. Race, class, gender, and
human rights have a major influence over all aspects of life in the U.S. These factors have a
direct impact and influence within current U.S. health systems. Several executive nurses
expressed regularly facing issues in these areas. More specifically, these executive nurses
expressed conflict that arose through interactions related to race, class, and/or gender. Executive
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nurses function inside of corporate settings and face challenges resulting from conflict in an
inherently white, business-oriented, and patriarchal system.
Society uses race to construct divisions among people based upon visible physical
characteristics including the color of skin. Racial discrimination involves hostility aimed at
members of particular racial groups. In healthcare, executive nurses face discrimination. The
American Nurses Association (ANA) published a study, which evaluated the impact of race and
racial difference in nursing (Bessent, 2002). The ANA study involved over 5,000 nurses from a
variety of racial backgrounds including Caucasians, Hispanics, African Americans, Asians, and
Native Americans. The study concluded that minority nurses experience career-oriented
barriers. Specifically, the majority of African American, Asian, and Hispanic participants
explained that they were denied a promotion because of their ethnicity. The survey also
acknowledged obstructions to occupational advancement, which involved personal and
educational barriers. These finding were further validated through this study, which included an
imbalance of thirteen Caucasian, two African-American, and one Asian executive nurses.
Shiva (2005) concludes that the corporate paradigm implies earth’s inhabitants are
viewed as part of and less valuable than corporations. This message is reinforced by male,
particularly white male dominated organizational leadership within this study. Several executive
nurses offered reflections of challenges working within a white patriarchal system where women,
people of color, and nurses are viewed as less valuable than white, male business trained leaders
(Campbell, 2003; Chavasse, 1992; Fletcher, 2006). Jill identified preferential treatment of men,
specifically regarding career advancement and unequal educational opportunities for white, male,
and/or business trained leaders. She explained, “I have been working here for years. Men are
treated to better benefits. They are chosen for programs like our [university] executive business
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leader training”. In the field, I observed pictures of the [university] program’s graduates, which
included over 80% white men. Dee explained that she was passed over during the program,
which led to a missed promotion to a position with greater organizational influence.
According to The U.S. Bureau of Labor Statistics (2011) the nursing population is
composed of primarily females. The feminist movement has influenced nursing as a profession
and helped executive nurses move their careers forward. Sam explained, “I’m an advocate for
fair treatment of women. There’s a group that gathers quarterly to discuss women in healthcare.
We breakdown workplace problems, and construct solutions. It has helped nurses make strides
in their careers”. Shiva (2005) provides useful details related to the historical development of
women’s rights. Shiva posits that female leaders must challenge male dominated structures and
take a globalized stance toward equality.
Shiva (2005) associates thoughts of colonialism and finance-oriented decision making as
key failures of modern societies. Utilizing a progressive approach, Shiva puts forward an
innovative and diplomatic transgression, which ultimately seeks sustainability over profitability.
This approach translates to executive nurses making decisions that consider care and cost, rather
than profits while navigating the “Triple Aim”.
Shiva (2005) posits that in these situations, leaders benefit from leveraging qualitative
and quantitative data to take an evidence-based stance. Drawing from this thought, executive
nurses should use stories combined with datasets to influence decisions. They have the ability to
involve Shiva’s logic in practice by listening and leveraging patient-based experiences, trends in
the data, and evidence-based decision making to motivate finance and healthcare economics.
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Using this approach, executive nurses have the opportunity to gain credibility, challenge
corporate domination, and shape a better healthcare system.

Authoritative Influences in Public Health Decision Making

Policy. Healthcare reform was viewed as an area of challenge and conflict by several of
the executive nurses interviewed. Shiva (2005) explains that government domination can impact
societal harmonization and togetherness. Through regulatory bodies like state nursing boards,
departments of human services, and other politically-oriented groups, executive nurses are
limited in their agency and decision making capacity. Regulations limit individualized decision
making and shift power away from executive nurses, towards the centralized government
agencies. This situation creates narrowed thinking and hinders innovation on the part of
executive nurses. As a result executive nurses cannot effectively accomplish the “Triple Aim” in
the manner that they envision best. The executive nurses explained that policies and regulations
are good because they maintain a minimum standard of care, but bad because they disregard
striving to achieve the maximum potential impact. This causes healthcare organizations to focus
on spending the minimal required to achieve the minimal standard of care.

Shiva (2005) posits that government agencies maintain dominance by creating artificial
bodies to rule over human beings. Executive nurses reported regulatory functions in two ways.
First, by maintaining a register of members; in other words, these agencies acted as the
profession's gatekeeper, allowing entry only to those who have achieved their set of
requirements. Second, the agencies maintain control by issuing standards of practice. According
to the executive nurses that were interviewed, non-adherence to standards resulted in suspension
or removal from the registry. From an ethical standpoint, central agencies create dependency of
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their members by providing information to avoid disciplinary proceedings. For instance, Lucy
explained that her local nursing board issues guidance on practitioner duties and responsibilities
including consent, confidentiality, and aspects of medical research. She stated, “This guidance is
intended to prevent errors and protect patients. The interpretation of board guidance in practice
rests primarily on the caregiver. If they misinterpret or deviate they face legal consequences like
losing their license and embarrassment”. She went on to explain that this made it hard to
challenge her staff nurses to think outside of the box.
Centralized agencies offset executive nurses’ influence, power, and control by generating
focus on disciplinary action. Several executive nurses remembered making important decisions
based on fear of potential disciplinary action. Jane provided an example of making decisions she
felt were wrong related to the informed consent of a patient to avoid disciplinary action from the
board of nursing. She stated, “Beth [staff nurse] did what was required and didn’t provide info
to the transportation vendor… that ended up hurting the patient more than helping him. His ride
was denied and he got left at the clinic for hours”. She explained that although standards were
intended to protect clients and public interest, they do not always function as intended and can
impact sense of agency, innovation, and patient outcomes.

Situations that warrant difficult legal, ethical, and professional situations raise
challenging questions for executive nurses. Shiva (2005) posits we cannot look solely at the past
to define our future state of being. She believes that we must be open to change and flow around
barriers. From the government’s perspective, most regulations are founded on past situations,
legal cases, and court rulings. Therefore, past occurrences create the primary framework for
future decisions. Although they intend to protect the public’s best interests, they neglect current
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understandings and future states of being. Each addition to that framework, without reexamining the foundational principles, or the actual outcomes, leads to decreasing space for
ethical professional practice.

Corporations maintain their stronghold because they have been granted privileges
typically reserved for human beings. Shiva (2005) explains that corporations utilize legal power
and rank to maintain a relationship of dominance, creating a master-slave mentality. This gap is
particularly noted between top level and frontline employees. Several executive nurses reported
taking part in actions that hurt employees or seeing their peers mistreating frontline staff and
feeling pressure to advocate for the rights of frontline workers. Lara explained having to endure
years of feeling devalued in earlier roles. She explained that these feelings pushed her to pursue
advanced degrees, move jobs, and climb the corporate ladder. She expressed a passion toward
advocating for better workplace situations. She also explained that her work now focuses on
advocating for rights of all workers.

Classes are Active in Executive Nursing
Class played an important part within this study (Zweig, 2012). Most of the executive
nurses within this study functioned through rank and worked within intensely hierarchical
organizational structures. These executive nurses acted on their authority and found themselves
removed from the frontlines. Many of the participants were separated from the working class
through layers of middle level supervisors, managers, and directors (Wolff & Zacharias, 2007).
As expected, executive nurses issue orders through memos and policies, then, they are held
tightly accountable for the results. Mary explained that in the corporate environment, she was
able to exercise control through specific policies, procedures, rules, and regulations. She
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expressed feeling isolated from the frontline. Although she wanted to engage with the patients
she served, she explained not having time. She stressed the importance of trusting her staff and
the power of delegation. She stated, “I do see patients occasionally, but if I spent all my time
doing my staffs’ job, we would not be able to keep things going. I trust my people and seek their
advice when I am in need”. This is an interesting situation in which executive nurses express a
desire to receive feedback from the frontline when making important decisions.
In many ways Marx and Engels (1967) were correct when they stated, “The executive of
the modern state is but a committee for managing the common affairs of the whole bourgeoisie”
(p. 82). Many of the executive nurses interviewed were controllers of their institutions and
found themselves working for non-nurses with a focus on profitability at all costs necessary. As
Zweig (2012) explained, the executive nurses within the study reported to the ruling class,
consisting of the top most executives, board members, government officials, and owners within
big business. Furthermore, in combination, the organizations involved in this study represented a
major amount of control of U.S. healthcare resources.
The executive nurses within this study represented a wide spectrum of roles. Although
most nurses are part of the working class, this was not the case for a majority of executive nurses
within this study. All the participants within this study possessed power over workers. They
also had access to greater amounts of resources and higher-levels of training. Supported by
internal power within their organizational hierarchies (title, rank, and role), the executive nurses
exercised their ability to act as a “source of authority and became detached from the production
process” (Zweig, 2012, p. 14). In some cases, this related to the executive nurse justifying their
situation based on contractual ties to policies, honoring shareholders, and delivering on prior
commitments.

156

Several executive nurses within the study served as capitalists at the top of big businesses
(Zweig, 2012). Because of their separation from the frontlines, the executive nurses felt
disoriented when making important decisions. Ann explained that many times she found herself
making hard decisions that are extremely confusing at first sight. She required her directors to
engage frontline nurse managers and nurses to help her navigate situations and advise on next
steps. As a result of the layers, she pushed down orders that were sometimes viewed as
unrealistic. By taking this approach, she faced conflict that could have been avoided by making
direct contact with caregivers, leading to informed, logical decisions. This reinforces the idea
that although the “Triple Aim” creates pressure on executive nurses working in politically
charged environments, leveraging meaningful dialogue to influence decisions can help to avoid
conflict and challenge. Moreover, Ann reported that in the situations where she made direct
contact with the frontlines, she felt connected rather than isolated.
Corporate class matters. As expected, class, as described by Zweig (2012), played an
important part in understanding the lived experiences of the executive nurses involved within
this study. More specifically, Zweig’s theory offered an important framework by which to better
understand corporate settings, hierarchical structures, and the innate power held by the
organizations within this study. Drawing from Zweig’s thoughts, we can say that executive
nurses within this study experienced class-based challenges when being held tightly accountable
within corporate structures. Many of the executive nurses within the study expressed feelings of
being held back from greater opportunity that could not be lifted in isolation.
Relational cross-class interactions were important to all of the executive nurses that were
interviewed; however, many of the executive nurses felt internally conflicted about their
relationships and how their employers operated. Zweig (2012) describes capitalism as being
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highly competitive, which helps to better understand this situation. The notion of having to
compete was expressed by many of the executive nurses involved in this study. According to
Zweig, corporations survive by pushing people with violence, indignity, and destructive
relationships.
Zweig (2012) explains that corporations push people down in order to gain power and
maintain balance across classes. He posits that through legal system manipulation power now
exists as a legal function, which can be activated to increasingly divide people:
I define classes in large part based on the power and authority people have at work.
The workplace engages people in more than their immediate work, by which they
create goods and services. It also engages them in relationships with each other,
relationships that are controlled by power. A relative handful of people have great
power to organize and direct production, while a much larger number have almost no
authority (p. 132).
Zweig explains that the ruling class uses their power to influence decisions and support wealth,
political relationships, and privilege. In turn, rulers of corporations have the power and ability to
create internal and external conflict for executive nurses.
Dee supported the idea that the ruling class maintains power through targeted actions.
She explained her experience of corporate power within law. She provided an example where
her employer forced a patient to drop a lawsuit because they could not afford to maintain legal
representation. The corporation made the case overly complicated and forced the patient to
move forward without the legal support they required to be successful. Dee was told to make
legal decisions based on past success in which the company had “out lawyered” the competition.
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This situation made her feel very uncomfortable and cautious of her own actions. In this
situation, the working class person lost their legal case to the more powerful corporation.
Acts of corporate division were not isolated. Through the semi-structured interviews, it
was apparent that class influenced executive nurses and divided people. Dee confirmed that
corporations leverage global legal systems to create power and control. Lara concurred with
Dee. Lara stated, “It feels like us and them… is like a weight tied around my neck. The work
here is intense and mentally exhausting”. Zweig (2012) feels that:
Our society's growing inequality of income and wealth is a reflection of the increased
power of capitalists and the reduced power of workers. This basic change in
circumstances forms the backdrop for much of the political debate of recent decades.
Class has its foundation in power relations at work, but it is more than that. Class also
operates in the larger society: relative power on the economic side of things
translates, not perfectly but to a considerable extent, into cultural and political power
(p. 145).
Many of the executive nurses interviewed faced political and monetary challenges. These
challenges created a disconnection between the people they serve and their employees. Based on
reports from several executive nurses, shareholder profits trumped all other corporate priorities.
These reports were underlined by situations where executive nurses felt that the art of nursing
was discounted and not taken seriously when financial gain was at risk. Bill explained that
instead of focusing his teams on meeting the daily needs of individuals, families, and
communities, he instructed them to concentrate on providing the most efficient, cost effective
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care possible. He expressed discontent in having to decline people for lifesaving services based
on an inability to pay.
Rio described a situation of being disconnected from her staff in the field after being
moved up in her organization. She explained, “I was asked to scale the program and was told
that this would require being less involved in the day to day activities”. She explained that after
her promotion, organizational changes occurred distancing her from the staff. She explained that
these changes also led to the staff feeling excluded. Ultimately, several staff quit the company
and the people being served became unhappy. Based on these encounters, Holst’s (2007)
analysis of the technical division of labor and supervision holds true. His explanation of
supervisors within modern society helps to better understand these situations, particularly when
he explains, “Supervisors at any level, therefore, are part of the new petty bourgeoisie” (p. 5).
Allegory of the Corporation
Based on information collected from the semi-structured interviews, field observations,
and materials reviewed, class theory and corporate power play an important role in how
executive nurses perceive their reality (Holst, 2007; Shiva, 2005; Zweig, 2012). Plato’s Allegory
of the Cave helps to understand how human beings, like executive nurses interpret the world
around them. As previously explained, Plato’s story takes place inside of a cave. It features
humanity as slaves of their own thought; the story involves a person chained and facing a wall
(Duarte, 2012). Inside the cave there is a fire burning behind the person. The fire casts a shadow
upon the wall in front of the person. The shadow on the wall is all the person can see and
represents their reality. This metaphor represents the ignorance of humanity and how society
controls perceptions by creating a reality using what we perceive to be true rather than the reality
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of things. Finally, when the person is freed, they are granted a chance to see life differently and
find that the shadow on the wall was a complete misrepresentation of reality.
Plato’s story helped to understand the accounts presented by the executive nurses
interviewed. Moreover, Allegory of the Cave provided a valuable model for understanding
contemporary business practices, while recognizing the role of executive nurses in the larger
social narrative. Although Plato lived thousands of years ago, his writing about truth,
intelligence, and knowledge provided an excellent platform to evaluate the participants’
interpretations of reality.
Allegory of the Cave describes human knowledge, by detailing the intellectual journey to
truth as a steady and strenuous process (Duarte, 2012). This learning aligned with how executive
nurses described their intellectual development. Jane explained her development in the world of
business:
I started with a very naïve view on how corporations functioned. I thought that I was
part of a large social movement aimed at helping people. The higher I climbed the
more it was clear, this was a machine designed to hold people in their place rather
than advancing the good. That was a hard pill to swallow, but an eye-opening
experience.
This executive nurse’s account of corporate life provides an excellent view of human
development within an ever-changing world. In some cases we may feel that things are exactly
how they appear, but in reality, nothing is as it appears and we are all in a process of continual
learning about perceptions and reality.
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According to Plato’s cave, nurse executives could be viewed as prisoners chained inside
of a corporate cave. In their everyday lives, executive nurses are in an unenlightened state.
Their accounts of situations, like the ones collected through this study, represent notions of
reality. These accounts represent stories of the shadows dancing on the wall in front of them.
Many of the executive nurses in this study reported having other people changing the world
around them. This is insightful as these individuals could be viewed as puppeteers placing
objects in front of the fire and creating shadows for the executive nurses to see and believe.
Unable to turn around, the executive nurses understand the shadows on the wall as reality;
however, as Plato explains, we must be careful of these understandings as it is a reality several
times removed from the actual. This study helps to better understand reality by placing these
understandings next to one another. Triangulating the executive nurses’ stories, we have taken a
more rigorous approach to accurately depicting reality.
Plato’s cave is a depiction of the human mind (Duarte, 2012). Drawing from the story,
we can say executive nurses may be searching for truth, finding it, and have a desire to share it
with others. Their desire represents an opportunity to free others from mental slavery by
educating their own ignorance. This was confirmed by several of the executive nurses that were
interviewed. For instance, Dave explained his challenges in a corporate setting. He reviewed
specific instances of being held back because the organizational leadership team preferring social
work and business skills over nursing. Furthermore, he explained, “I’m interested in partaking in
this study to help other nurses better understand the challenges that happen in leadership
positions”. Dave felt his representation as an executive nurse, as well as his tribulations were
important learnings that could help educate leaders with less executive-oriented knowledge.
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Allegory of the Cave is a depiction of the truth within executive nursing leadership.
Based on the research presented by executive nurses in this study, the profession is maturing,
many of the leaders that were interviewed are actively engaging in reflection, keeping an openmind about change, and seeking the power of possibility and truth (Matthews, 2012; McNeeseSmith, 1997; Vlasich, 2015). Applying Plato’s thinking helped to understand the stories of the
executive nurses and frames this learning as an Allegory of a Corporation. As suggested by
nursing scholars, many of the executive nurses in this study are feeling trapped in their thinking
and controlled by rules within their roles (Hughes, Carryer, & White, 2015; Leibold Sieloff,
2004; Vlasich, 2015). In addition, they are feeling depressed and unappreciated for their
contributions. Also, as predicted, many executive nurses are feeling isolated, voiceless, and
frustrated (Matthews, 2012; McNeese-Smith, 1997).
According to the stories offered by many of the executive nurses, they are held back,
representing feeling chained to a wall. They are living in isolation, representing living in a
corporate cave. These nurse executives spend their days watching capitalist leaders around them
making poor, self-serving decisions, representing shadows on the wall. Several executive nurses
understood the challenges holding them back. This awareness represents them looking outside
of the cave and living in the light of day. They want to leverage their expanded consciousness to
support the development of other nurses.
The daylight represents a move toward enlightenment by executive nurses. This occurred
as I interviewed executive nurses and watched them operate in their natural work environment.
For instance, Sara explained her experiences working in corporation:
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I work in a place that is run by white male accountants. It’s a ‘boys club’ many of the
top leaders know each other. Most of those guys have long standing relations inside
and outside this company. I mean our CFO worked for a company that managed the
money of our CEO and was recruited when the previous CFO retired. Breaking
through is impossible because I’m a black female nurse. I’ve climbed the ranks by
making friends and doing what I am told.
Her explanation depicts what she sees and believes through images cast on the wall in front of
her. Sara knows that she faces discipline and punishment if she steers away from the desires of
the corporation. She, as a lower ranking executive, can only gain perceived power by
conforming to the organization’s needs, accepting her position, and mastering the capitalistoriented knowledge.

In conclusion, executive nurses face numerous changes and conflicts related to the
“Triple Aim”. They are held accountable by patients, regulators, corporate policies, and
professional associations. Navigating can be challenging, but when assisted by research,
established ethical beliefs, and a little experience, the task becomes more manageable. Using the
conceptual frameworks: Class theory (Zweig, 2012), Shiva’s (2005) perceptions of corporate
power, and Plato’s Allegory of the Cave (Duarte, 2012) I was able to construct a deeper
understanding of the executive nurses experiences. In the next chapter, I will close by presenting
the conclusions and implications of the study.
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CHAPTER 6: CONCLUSIONS AND IMPLICATIONS

The U.S. healthcare system is in a state of major change. Executive nurses are front and
center in this change and being charged with a “Triple Aim” of improving population health,
patient satisfaction, and value. In this study, executive nurses from a variety of areas expressed
their experiences working towards these goals, while navigating the trials and tribulations of
corporate life. Many executive nurses are negotiating tremendous internal and external conflict
as they find their way. There were many reasons for this conflict. Some of the changes that
executive nurses experienced involved healthcare reform, swift innovations, complex
environments, and increasing organizational requirements. Other changes were caused by classoriented stratification, corporate power structures, and professional fragmentation.

This study was focused on understanding how executive nurses navigate change and
conflict related to the “Triple Aim”. To deeply understand the change and conflict encountered,
this study explored the lived experiences of executive nurses navigating the landscape of
complex organizations. As a result, it uncovered hard and soft survival skills that executive
nurses’ leverage to survive while navigating change and conflict related to the “Triple Aim”. By
teasing out themes from the lived experiences of executive nurses the phenomenon of living
within a corporate cave surfaced. Moreover, based on the findings of my study, it became clear
that executive nurses find themselves in situations that involve significant change and conflict
created by the “Triple Aim”.

Through this study, it was evident that hard and soft skills support executive nurses who
are working within high level leadership positions. Based on the learnings gathered, executive
nurses require some combination of these skills to maintain, and in some cases, survive
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organizational turmoil. Although soft skills were commonly considered to be secondary by other
organizational leaders, they proved to be far more important than hard skills to the executive
nurses interviewed. This was particularly true in the highest rungs of organizational leadership.
For instance, executive nurses explained that their organizational survival depended on their
ability to build lasting trustworthy relationships. They also explained the importance of
navigating emotional aspects of organizational interactions.

Executive nurses explained that soft skills were gained through lived experience rather
than academic study. This made soft skills more elusive and challenging to obtain. Leadership
and change management experience acted as a foundation for executive nurses navigating
change and conflict. They explained that by living through change, important lessons were
learned, and later applied to create positive outcomes. The executive nurses also explained that
they excelled by building alliances, mentoring each other, and creating succession-oriented
relationships. They were inspired by other professionals and helped other nurses to grow and
develop. In addition, they pointed out the value of professionalism which involved building
strategic networks and engaging within professional associations and boards.

Based on the soft skills that surfaced, this study revealed that executive nurses enhanced
their social, organizational, and personal power by connecting and engaging with each other. In
this final chapter, I propose that deep professional connections have the ability to reduce conflict
during times of change. More specifically, by integrating, collaborating, and globalizing, I
propose that executive nurses have the ability to better manage change and conflict beyond just
the “Triple Aim”. To help lay this thinking out, I conclude by first explaining the interplay
between the “Triple Aim” and executive nurses; then, I will review the idea of executive nurse
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integration, collaboration, and globalization. Finally, to close, I will offer my concluding
reflections.
The “Triple Aim” and Executive Nursing Interplay
Critical assessment of the “Triple Aim”. A key learning within executive nurse
practice was the interconnection of the “Triple Aim”. Based on my findings, many times it
seemed that profit and care were in competition. This created a fundamental contradiction in the
healthcare corporate caves. More specifically, it seemed like the “Triple Aim” could not address
this fundamental contradiction within corporate dominated healthcare where the ultimate 'aim' is,
and has to be, profit. Without profit, corporations would fail to exist.

As part of the upper strata of corporations, executive nurses are confronted with the
contradictions within the “Triple Aim”. As nurses, they have personal ties to the working class
and recognize the disconnection between roles in healthcare and the tenets of the “Triple Aim”.
Many executive nurses expressed a desire to enhance patient experiences and improve
population health, but feel under resourced. As a result, they face unrealistic goals, criticism,
and conflict.
Contradictions within the “Triple Aim”. Based on the participant interviews, field
notes, and documents reviewed, three main contradictions with the “Triple Aim” were noted.
First, the participants felt that the concepts in the “Triple Aim” were vague, illusive, and did not
align with one another. Second, the concept of the “Triple Aim” excluded care providers within
the equation for success. Finally, several participants felt that there is an inherit contradiction
between lowering cost while achieving population health and improving patient experience.
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Misalignment and vagueness of the “Triple Aim”. More specifically, Jill, Lara, Ann,
Lee, and Lucy explained that the concepts within the “Triple Aim” did not naturally align with
one another and created confusion within their work environments. The confusion that they
experienced occurred when they rolled out programs focused on achieving the “Triple Aim”.
Scholars agree with the participant’s perspectives and have voiced concerns that people looking
at the “Triple Aim” model have trouble making sense of the population health aim (Sobal &
Jaskie, 2016). As a result, they explain that people may gravitate toward the goals of improving
patient experience and reducing per capita costs of healthcare. They explain that even major
progress in these two areas will not help achieve goals related to healthy life expectancy and
reducing health-based disparities.
Depending on the population health focus, executive nurses design programs, however,
the “Triple Aim” does not clearly define what population health entails; as such, when emphasis
on disease conditions change, executive nurses are forced to make hard decisions. Navigating
this territory is stressful. Lucy experienced this stress at her organization. She explained:
I built a program to tackle diabetes in our community. We hired over one hundred
nurses to support screening and education for our patients. A year later, the money
coming into the program dried up because the state changed their focus. As a result,
we had to lay-off most of the staff. It was more than I could handle. That’s why I left
that place.
This story helped to better understand the pressure that accompanied leadership. The
stress of her job led to burnout and her departing the company. Jill explained that in order to
achieve broad population health goals she and her team needed to understand and intervene
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across the whole spectrum of determinants, not just healthcare. Lara, Ann, and Lee confirmed
this view; however, they felt that this was not clearly communicated within the “Triple Aim”
model so they created alternate views which combine the “Triple Aim” model with other nursing
theories, such as health as an expanding consciousness (Marchione & Newman, 1993).
Ann and Lee explained that they felt the population health tenet of the “Triple Aim”
required more clarity in defining specific population health outcomes. They felt that population
health was significantly influenced by several social determinants of health, which extend
beyond healthcare. For instance, Ann explained that achieving the “Triple Aim” required her
team to set-up support with transportation to improve access to care. She felt that this was not
clearly defined when her team first attempted to achieve the “Triple Aim”.
Jill, Lara, Ann, Lee, and Lucy described population health as something that occurs
outside of healthcare delivery. They explained that community’s rates of obesity, crime, or high
school graduation all impacted their teams’ abilities to achieve the “Triple Aim”. They felt
improved care delivery and reduced costs should be recognized as means to better population
health. Lucy stated, “Population health should be the primary focus of the ‘Triple Aim’, instead
of the last”.
Care provider Involvement. Second, Lara, Rio, Dee, Sara, Jean, and Sam explained that
the “Triple Aim” made sense to them in theory, however, when they attempted to implement
strategies to achieve the “Triple Aim,” they were met with opposition because the frontline
caregivers felt excluded. Scholars have also recognized this gap and note that there is a missing
element which is necessary to achieve the Triple Aim, which they are calling the fourth, or
“Quadruple Aim” (Bodenheimer & Sinsky, 2014). They describe it as:
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Looking at four sides of a Rubik’s Cube, where you are trying to get all the ‘colors’ to
align on each of the four sides. We view the four dimensions as: 1. Individual
experience of the patient; 2. Cost of care; 3. Health of populations; 4. Care provider
experience, through workforce engagement and safety. You really can’t say that your
system is functioning efficiently without all four sides working together. And
focusing on the needs of the caregiver as the fourth element establishes provider
engagement as a foundation for obtaining the Triple Aim and meeting the needs of
patients. Some may think we are biased because we’re nurses, but from an
organizational perspective, everyone in the hospital contributes to the overall
experience of the patient. (p. 145)
Rio and Dee agree that care providers must be included with the “Triple Aim”
framework. Rio explained, “This is an exciting time for healthcare because new care providers
are entering the workforce and offering fresh perspectives. We need to take care of them and
continue building our strategies for caregiver support to retain and recruit”. Dee referenced the
benefits of Millennials entering the workforce. She explained, “We have attracted younger talent
by offering more time off, flexibility in our scheduling, and wellness-based activities. We
actually offer a weekly Zumba class in our recreation center”. Overall, organizations are
reevaluating workforce management, talent retention, and recruitment (Bodenheimer & Sinsky,
2014). Bodenheimer and Sinsky (2014) support this notion and explained:
To understand if your organization is taking care of its providers, ask these three key
questions about the fourth aim: 1. Am I treated with dignity and respect by everyone,
every day? 2. Do I have the things I need: Education, training, tools, etc. so that I can
make a contribution to this organization that gives meaning to my life? 3. Am I
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recognized and thanked for what I do? Human interactions have a major effect on
patient outcomes, which is why the fourth element of the Quadruple Aim is so
important. (p. 64)
In regard to care provider engagement, Sara, Jean, and Sam felt that the right data is a
major component to helping with organizational challenges around labor costs, scheduling,
employee turnover, and holistic engagement. Sara felt that healthcare organizations are
misaligning workloads, talent development, and evidence-based care. She felt that the
breakdown in her organization started by poor hiring practices, in which employees were hired
using intuition rather than science. This approach negatively impacted the patient and provider
experiences. Jean felt that her organization needed to make sure that their workforce was more
closely connected to their patients. She explained, “We need more time to build relationships
and trust with our patients. When providers are distanced from patients they breakdown and
burnout”. Sam felt that technology could be leveraged to help recognize good work and reward
providers with a clear career path toward developmental opportunities. This involved tracking
success stories and offering real-time rewards.
Lara and Jean explained that the “Triple Aim” neglected care providers and if healthcare
organization failed to take care of their providers, patient care suffered. They felt that nurses and
other members of their healthcare teams reported burnout and dissatisfaction because they were
being mistreated. In contradiction to the “Triple Aim”, they felt that burnout was associated with
lower patient satisfaction, reduced health outcomes, and increased costs. Scholars concur and
feel that it is imperative to add the goal of improving work life of healthcare providers, including
clinicians and staff to the “Triple Aim” (Bodenheimer & Sinsky, 2014).
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Misalignment of cost with the other tenets. Reducing per capita cost is a major aspect
of the “Triple Aim” framework, but does not align with the other aspects of the “Triple Aim”.
Bill, Bob, Mary, Rio, Sara, Dave and Jean felt that achieving cost reduction did not match with
the other two aims of improved patient experience and increasing population health. These
executive nurses provided examples of how the cost saving aspect of the “Triple Aim” created
confusion and created conflict in their workplaces.
Within the “Triple Aim” there were several contradictions that were identified within the
study. These contradictions put executive nurses in a “double bind”, in which they either
achieve the goals of enhancing patient experience and improving population health or create
quick per capita cost savings (Evans & Laing, 1981). A “double bind” represents
communications that create an emotional dilemma. Typically, it occurs when a person receives
conflicting messages that negate each another. A “double bind” creates a situation where
success of one response results in a failure of another response. As such, a “double bind”
guarantees failure irrespective of response.
The double bind in healthcare occurs because the “Triple Aim” seeks to reduce cost in a
system that is profit dependent. Healthcare systems are expected to be profitable so executive
nurses must balance cost savings with profitability. If healthcare was considered to be a social
service rather than a business, the “Triple Aim” would be less contradictory and more
achievable. For example, most public libraries are not expected to be profitable. Allowing
people free access to books and computers is not financial profitable but plays a critical role in
the community. This is the same with public parks, which allow people free access to open
spaces, playgrounds, and other recreational facilities. In contrast, although the “Triple Aim”
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treats healthcare as a social service, it functions in the natural environment as a business which is
expected to generate profit.

Bill explained that his organization had provided preliminary data suggesting that costreduction was not aligning with their approaches to improve patient experiences and population
health. He described a care coordination program, which cost his organization over fifty-million
dollars. The program targeted high-risk Medicaid and Medicare patients in more than one
hundred communities across the United States. Although the program improved patient
experiences and created positive population health outcomes, it did not decrease costs of care; in
contrast to reducing cost, the program added an additional fifty-million dollars to the cost of
care. As a result, the organization was faced with harsh criticism, which led to workplace
arguments.
Executive nurses in the middle. Execution of the “Triple Aim” was described as a pain
point for all of the executive nurse participants. Specifically, all the participants expressed
elements of negativity in trying to implement it. For instance, based on situations described by
the participants, there were times when they had to increase costs in order to improve patient
care. These situations often involve expensive interventions and tended to create conflict within
organizations. These situations of change created conflict. In contrast, preventative health
activities tended to reduce cost and improve health, but lacked immediate evidence and took time
to appreciate. It was noted that the pursuit of all three goals in tandem was extremely
challenging to materialize. Although most of the executive nurses acknowledged the value of
the tenets, they found it hard to bring them together in harmony.
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In the short-term, improving population health and patient experiences aligned; however,
these goals did not align with the goal of cost reduction, leading to immediate conflict within the
organization. This conflict made change difficult to accomplish in the long-term. For instance,
Jane explained that a program she developed required expensive treatments and pharmaceuticals
to improve the health and experiences of the population. She was granted the capital required for
the project, but because the treatments took time to take effect, cost saving lagged and the
organization grew inpatient, eventually cutting the program. In turn, Jill became frustrated and
angry.
Many of the executive nurses interviewed felt that the “Triple Aim” was both conceptual
and practical. On one hand, it offered a framework for evaluation of healthcare broadly. On the
other hand, it supported development, execution, and evaluation of initiatives. From this
standpoint, the executive nurses in this study agreed that it was useful and supported forward
progress of the U.S. health system. Moreover, if applied carefully, the “Triple Aim” could
effectively create organizational synergy.
It was also noted that the “Triple Aim” acted as a mechanism for aligning organizations
and executive nurses. Based on its conceptual nature, the “Triple Aim” acted as a single mission
that cut across organizations within the health system. According to the IHI, it has organized
over 50 U.S. organizations (Institute for Healthcare Improvement, 2012). This creates a forum
for executive nurses to find one another, discuss challenges, and scale innovation. This crosspollination acted as a lifeline for several executive nurses in the study. They explained that
having common ground acted as a mechanism for supporting change management. These
executive nurses explained that the tenets of the “Triple Aim” helped them to find and create
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relationships beyond their individual organizations; in turn, these relationships supported them as
they navigated organizational change and conflict.

Implications for the Profession of Executive Nursing

Interestingly, most of the executive nurses felt that success was founded upon the ability
to distribute resources virtuously, while reducing health-based inequalities. To several executive
nurses, this created a deep sense of accomplishment. They also felt a sense of responsibility in
serving the community. Ann explained that her training and career had led her into a position
that allowed her to care for bigger groups, entire populations. Sam expressed shame and guilt for
not succeeding in plans to improve population health, improve the patient experience, and reduce
system cost.

Internal conflict represented by extreme feelings of joy, resentment, pride, and guilt can
influence decision making and leadership styles of executive nurses. These feelings play an
important role in current executive nursing. For instance, Rio explained that she recognized her
feelings and carefully reflected before making critical decisions. Her statements clarified the
importance of taking internal conflict, particularly feelings and emotions, into consideration. It
also validated that executive nurses are using critical reflection in practice.

Three Approaches to the Future: Integration, Collaboration, Globalization

Integration
By connecting organizations with a singular mission, the “Triple Aim” can act as a
mechanism for cultivating alignment or division. This is particularly important from a thought
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leadership perspective. Importantly, the “Triple Aim” acts as a mechanism to convene
innovative thinkers help executive nurses gather support, and create networks within the
healthcare community. Executive nurses then leverage these networks to better understand
previous approaches to similar situations when reflection is required to make internal
organizational change a reality. In this way, the “Triple Aim” helped executive nurses overcome
conflict that may have arisen in the face of change.
According to the IHI, the “Triple Aim” functions as an integrator on two specific levels,
macro and micro (Institute for Healthcare Improvement, 2012). First, macro integrators are
described as entities that can aggregate resources from a host of organizations or create a
network that’s powerful enough to support a target population (Institute for Healthcare
Improvement, 2012). The combined effort of the contributors ensures all systems are well
optimized. According to the IHI, and based on statements from executive nurses interviewed,
this function creates interactions and relationships across continuums of care (Institute for
Healthcare Improvement, 2012). Executive nurses working within macrointegrating
organizations are involved in connecting groups, educating on best practice, providing data
analytics, establishing measurement metrics, and monitoring of success.

For instance, a nurse executive working within a macrointegrating organization explained
that the responsibility of educating others on new concepts could be challenging. Crucially, it
involved effectively communicating with individuals and groups and helping them develop new
ways of thinking. As an executive nurse, her interpretation of the macrointegrator demonstrates
the impactful nature of the “Triple Aim” (Institute for Healthcare Improvement, 2012). Her
statement also helps to better understand the power of collaboration across organizations and
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how the hierarchy functions. Based on her explanation, the ability to pass information across
healthcare systems can relieve internal conflict. This feeling was brought up by a five other
executive nurses. They expressed personal satisfaction by helping others, creating positive
collaborations, and by providing patients with better care.

Executive nurses should be offered more opportunities to connect with each another.
This could be executed through organized workplace and community gatherings. An example,
could involve an educational program that offered survival skill training. Courses could involve
soft skills including emotional intelligence, team building, interdisciplinary collaboration, and
self-care. Because soft skills are best learned through experiences, the trainings would be highly
interactive.

Hard skills could also be covered. Upskilling would focus on targeted health-oriented
business acumen such as healthcare economics, health system finance, patient marketing, and
clinical information technology. In addition, hard skills training could involve interconnection
with people inside and outside the field. Other hard skills would involve training people on
population health strategies.

In all, orchestrating executive nurse integration has the potential to support executive
nurses during times of change and conflict. Organizational and community-based programs
would create a safe space to discuss the “Triple Aim”. This would create greater transparency
for executive nurses and their teams while allowing them to voice frustration, anxiety, and
success. In addition, it would help executive nurses develop skills that are required to succeed.
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Collaboration
On the other hand, the IHI also explains, “The microintegrator is the person or team that
makes sure the best and most appropriate care is provided to individuals and families. In effect,
many practitioners act as their own micro integrators. A primary care team or ‘medical home’
could fulfill this role as well, and there are likely to be other workable approaches to micro
integration.” An executive nurse employed by a local health system, explained, that working
inside a hospital, they are limited by data. She expressed frustration with staff conflicts that
occurred because of the limitations with their data, particularly in regard to what was offered
within their electronic medical record (EMR). She also expressed gratitude for “crossorganizational” collaboration which increased understandings of her patients. She enjoyed
working in partnership with other health centers to create more transparency and deeper
community meanings.

Many of the executive nurses in this study agreed that there is not a single right way to
engage or apply the “Triple Aim”. The IHI agrees with this thinking and although they define
five key applications of the “Triple Aim”, they explain that new applications arise based on the
situation of the communities being served. With that in mind, the IHI five key applications
include: 1. Focusing on individuals and their families; 2. Redesigning primary care and the
related structures; 3. Management at a population health level; 4. Cost-control and platforms that
can support success; 5. Integration and system performance (Institute for Healthcare
Improvement, 2012). Interestingly, all the executive nurses within the study identified at least
one of the five IHI applications within their interviews. Many described their focus on
individuals and system integration. For instance, an executive nurse working within an academic
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setting explained that the goal of her core curriculum is creating awareness about health systems
and working together. She described materials that help students see the overlap of behavioral
health, medical, and social service providers. She also agreed that by educating students about
system integration, she has the ability to influence reduced system costs and better care
structures.

Collaboration within executive nursing can be challenging because of social inequalities
and differences in class (Zweig, 2012). Specifically, based on this study’s results, variations in
decision making power were impacted by factors including gender, race, education level, wealth,
disability, and social status. It is well known that discrimination can happen anywhere that a
power imbalance exists. Through this study, power imbalances were noted in healthcare,
educational, social, and political situations. In the world of executive nursing, I discovered that
discrimination and oppression manifest in inferior wages, workplace hostility, and reduced
access to career advancement opportunities.

Generally, nursing has been regarded as an oppressed profession; largely due to a
perceived unequal power balance between physicians. Several executive nurses confirmed this
point and reported that during their careers, there were times they kept their voices silent while
facing challenge and conflict with physicians in the workplace. These executive nurses
explained fearing conflict, stress, and reprisal that could result from challenging physicians. This
was problematic, especially because the executive nurses had concerns about harm to the
patients. Interestingly, one executive nurse reported making statements to appease the physician.

Based on my data, assimilation played an important role for the executive nurses
involved in this study. Specifically, I noticed that each of the executive nurses desired
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acceptance and belonging by their colleagues, supervisors, and organization as a whole. Some
executive nurses expressed gratification from their staff, peers, and/or supervisors. In addition,
some executive nurses acknowledged the power of organizational tokens of acceptance and
belonging. For instance, an executive nurse presented an internal website that tracks internal
praise offered from employee to employee. The statement she provided reads as follows:

Teamwork Makes the Dream Work
Okay, corny title, but true. During a recent conversation, [participant’s name]
expressed interest in learning the strategy and direction of my business line. Her
request was timely, as I was preparing a presentation for our senior leadership on the
very topic. Being new to [company name], I was not familiar with presentation styles
and methods and [participant’s name] offered a number of tips on how to prepare my
presentation. However, [participant’s name] went a step further by suggesting that
once I had the presentation ready, she would play the role of the intended audience
and offer feedback on how to make the best possible impact. That type of peer
collaboration was exactly what I needed to ensure I would shine giving my
presentation. The insight and experience provided was much appreciated and
demonstrated [participant’s name] leadership and cultural commitment.

Each comment on the site, offered praise and was connected to an organizational cultural value,
embracing the norms and values. Many of the executive nurses in this study found themselves
straddling between inclusion with the frontline staff and the senior most executives.
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The self-esteem of executive nurses was impacted by the corporate culture and their
sense of belonging. In some cases, executive nurses expressed self-hatred related to conflicts
with frontline staff, patients, and/or their corporation policies. Within the world of business,
several executive nurses expressed self-doubt, which led to feelings of anger toward their
organization and senior leaders. This was particularly evident when asking executive nurses
about their journey climbing the corporate ladder of success.

For instance, Jill expressed that as she moved up the ranks in her organization, senior
leaders were more “cut-throat”. She told a story where her ideas were misused to accomplish
organizational disruption. She explained that once her projects were successful and critical startup goals were completed, she was thrown to the side and others who were preferred by the senior
staff where inserted to take over her work and the related success. She explained the distrust she
felt as they celebrated success without her. During this situation, she expressed feeling betrayed
and hurt by the organization, her colleagues, and her leaders. She went on to explain feeling
happiness and satisfaction when the organization had setbacks that followed the disruption. She
explained holding back from helping with the project, as she got pulled away. She also
expressed feeling relieved when the staff she hired quit during the transition to their new
managers.

There are many factors that contribute to collaboration and lack thereof in executive
nursing. Based on numerous responses from the participants, extensive transformation is
required within large organizations, the healthcare system, and society more broadly. Enabling
executive nurses through education is a powerful technique to support this change. Each
executive nurse must strive to develop themselves and then support the people around them.
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Developing a sense of openness, group awareness, and critical reflection about
challenges, generalizations, and bias is important (Matheson & Bobay, 2007). By evaluating
their work environments more carefully, executive nurses better understand organizational power
dynamics, knowledge gaps, and established privilege. Understanding oppressed-oppressor
relationships is challenging, but critical reflection offers a gateway to understanding. Based on
what was observed during this study, developing equitable workplace treatment is not easily
accomplished; however, through inter-professional alignment and collaboration, it was deemed
an effective tool in moving forward.

Based on the significant change that the United States health system is experiencing,
collaboration is more critical than ever, but how can collaboration be enhanced? There are three
dimensions that executive nurses should focus on when attempting to enhance collaboration.
First, executive nurses must strive to enhance personal collaboration. This would involve
creating relationships that are meaningful. At the most basic level, executive nurses can enhance
their personal collaboration through the use of personal narratives. More specifically, executive
nurses must learn to tell their story and be vulnerable. This is not easy, however, through their
story, they are granted the opportunity to create relationships that are founded upon trust and
care. By allowing for story-telling during team meetings, executive nurses are also granted the
opportunity to enhance team strength.

Second, executive nurses should focus on enhancing organizational collaboration. In
order to enhance organizational collaboration, executive nurses must incorporate their story with
the stories of their teams, patients, and organization. This involves a kind of mixed methods
approach which ties organizational quantitative outcome-based data with qualitative narrative-
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based data to enhance meaning. In some cases the personal experiences, outcomes data, or
patient stories might be negative. Telling these stories is an important part of creating an
authentic organizational narrative.

Finally, executive nurses must focus on professional collaboration. It is important for
executive nurses to realize that professional collaboration can occur and be enhanced at local,
regional, national and international levels. In order to create enhanced professional
collaboration, executive nurses must involve themselves in professional organizations such as
boards of directors, interdisciplinary associations, and international movements. By using
professional networks like LinkedIn, executive nurses have the opportunity to tap into a wide
range of professionals spread across the world. This creates an opportunity to ask questions,
interact, and team up with professionals across disciplines. It also creates a globalized
perspective. In combination, collaboration can be another powerful tool for executive nurses
facing change and conflict.

Globalization

Having a global mindset proved to be important to many of the executive nurses that
were interviewed. Shiva (2015) provides deeper thoughts related to the idea of globalization and
executive nursing. Although her thoughts are focused on health-based ecology, the belief that
harmonization is central to human existence is powerful and plays a role for executive nurses and
within the “Triple Aim”. Shiva (2015) believes that collaboration, interconnections, and care are
fundamental to the survival of human beings. She also believes that through transparency, the
creation of an economy-based on care has the ability to heal communities. Based on her
comments, it is clear that the work of executive nurses transcends beyond healthcare and creates
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awareness that health does not happen in isolation. Moreover, her thinking puts people at the
center.

Shiva (2015) explains that living economies, which seek to help people and engage care
are crucially important during times of change, conflict, and uncertainty. Her logic puts
executive nurses into the context of a larger social narrative, which surrounds people and global
health.
Many of the executive nurse’s interviews resulted in perspectives that aligned with
Shiva’s (2015) views of globalization. These nurse executives were focused on the power of
collaboration through bringing people together and collective action within large organizations.
Many felt that collective action was a process that involved pulling together subject matter
experts with business leads to evaluate situations, opportunities, and risks. It also involved
connecting the people being served with the people creating action. For instance, an executive
nurse described a process of bringing together patients, students, and organizational leaders to
define community problems, solutions, and future innovations. Transparency was an important
part of the process as well.

Collective Action. Collective action was described as being integration that created
social awareness, ultimately supporting community alliance and capital deployment. Several
executive nurses expressed the importance of allowing independent stakeholders the ability to be
involved. One executive nurse explained that to her globalization occurred when “Everyone
involved has a fair seat at the table. All people having equal footing to make decisions and a
voice that is being heard”. This statement signifies the relevance of globalization and the
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importance of aligning the needs of the population being served with the mission of the
organization serving the benefits.

Globalization offers executive nurses the opportunity to gain new insight and create selfawareness through collective action. Based on understandings gleaned through Plato’s Allegory
of the Cave, globalization provides a mechanism to elevate thinking and see the world from
outside of the cave (Duarte, 2012). In addition, by creating global networks, executive nurses
are better able to free themselves from their traditionally encountered narrative (Duarte, 2012).
More specifically, this means that they can connect with people in countries that are different
from their own and learn about differing perspectives. As they capture new ideas from their
global partners, they can bring fresh understandings to the systems they lead.

Through globalized collective action, executive nurses can engage within new ways of
thinking, collect evidence, and carry their learnings from the outside world back into the cave.
Based on Plato’s Allegory of the Cave, the other cave dwellers can be resistant to change,
making it hard to bend the social paradigm. By leveraging the evidence collected from the
outside world, the executive nurse has a greater chance of helping organizational leaders accept
new concepts and change their thinking.

Future Research Considerations: Recruitment, Retention, and Preservation

Through this study, there were many opportunities for further investigation identified.
Although these topics would have produced useful learning and offered deeper understandings of
executive nurses, they would have headed down paths that would divert from the purpose of this
research. Based on the outcomes of this study, several key opportunities for future research
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surfaced. These opportunities included, understanding the broader impacts of executive nurse
marginalization, particularly staff retention and impacts on patient outcomes. There is also a
need to further examine how executive nurses interpret oppression and their philosophies on
eliminating this issue. By building from the research offered within this study, new learnings
can surface and opportunities for future innovation will surface. As a result, executive nurses
can continue to develop the profession and support the greater good.

Executive nurse recruitment. From a research perspective, there is a need to conduct
research that describes the broader impacts of executive nurse marginalization. For instance,
there is a need to better understand the impacts on executive nursing recruitment. Through this
study, I found that executive nurses of all kinds face significant stress, discrimination, and
turnover. Recruitment was a topic that was discussed, but not well understood, in executive
nursing. There is a need to understand how future executive nurses are identified, engaged, and
activated within organizations involved in healthcare.

According to studies, there is currently a shortage of executive nurses (Graham & Jack,
2008). Poor access to talent was also identified during the semi-structured interviews. Lack of
talent was identified as a source of stress for some executive nurses. When asked, several
executive nurses explained that recruitment was most impactful to their succession planning and
their organizations’ workforce development strategy.

In the conversations around recruitment, executive nurses expressed frustration, grief,
and despair. These emotions surfaced when asked to describe the future of healthcare, nursing,
and their organization. The executive nurses described finding new talent who were excited to
join them and move forward on the “Triple Aim”. In addition, a few executive nurses expressed
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feeling uncomfortable and guilty about planning their retirement and/or leaving their
organization.

Based on this and other similar comments, there is a deep need to better understand
recruitment at the student level. The organizations involved in this study would be an interesting
place to better understand how many nurses are recruited compared to other professions, like
finance, marketing, and human resources. It was noted that a few organizations sponsored
events to introduce high school and college students to healthcare-oriented careers. For instance,
one organization invited high school kids from the surrounding areas to tour their facilities and
talk with leaders from nursing, medicine, therapy, and pharmacy. Career day outcomes might be
another area of potential investigation for future research. There is a need to understand the
future of nursing through the lens of recruitment.

Executive nurse retention. Beyond understanding recruitment, there is a need to better
understand retention of executive nurses. During this study, several of the executive nurses that
were interviewed expressed disappointment with their career. In addition, several of the
executive nurses reported that they knew other executive nurses who left the profession based on
poor treatment, misalignment of values, and/or disappointment.

Executive nurse preservation. The stress encountered by executive nurses navigating
change and conflict creates a need to better understand aspects of self-preservation within
executive nursing. In this study, executive nurses experienced professional fatigue, anxiety, and
burn out. Overcoming the challenges they described required focused self-care. This self-care
was leveraged to sustain some executive nurses; as such, it would be interesting to better
understand self-care and preservation in executive nursing. Future research could identify how
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many executive nurses practice self-care, ways in which self-care helps retain executive nurses,
and workplace acceptance of wellness activities. Strategies and tactics related to energy
conservation, mental health safe-guarding, and self-maintenance could all inform best practice
and shape future initiatives. Furthermore, it would be beneficial to better understand job-based
performance and satisfaction in relation to these preservation strategies and tactics.

Study Strengths and Limitations

This study had strengths and limitations. There are several strengths related to this
phenomenological research. First, it offered a rich and detailed description of the executive
nurse experience. By examining the semi-structured interviews held with executive nurses and
immersing myself in their work environments, I was able to gain a deep appreciation for what it
is like to be an executive nurse working with in a large health-based organization.

My view would have been less detailed if it was based on executive nurses completing
surveys about what they experienced. Additionally, the phenomenology of executive nurse soft
and hard skills while navigating corporate power and class-orientation emerged from the data,
rather than surfacing through structured statistical analysis. Using the phenomenological
perspective, I was able to take a look at the big picture and notice trends emerging from the data,
while looking at the content of the semi-structured interviews, observations, and materials to see
what emerged.

There were some limitations to the phenomenological research. One limitation was that
it depended upon the executive nurses being articulate about their experiences. If they chose not
to articulate specific details, those were lost. Also if they had trouble articulating details because
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they involved emotions that cannot be expressed by words, or feared to tell me details, those
were lost. Finally, although all the participants were college educated, if they lacked the skills to
communicate well, it interfered with the process of capturing the richest view possible.

Another limitation is that the research required my interpretation. Although I did my best
to extract what I felt were the most critical aspects of the data from the semi-structured
interviews, field notes, and materials, there was quite a bit left on the sidelines. I had to interpret
what the executive nurses said within the framework of my research question. In addition, I
needed to capture the essence of their interviews and search for meaning within feelings and
emotions. This was a limitation because emotions are subjective and can easily be
misinterpreted. I managed this limitation by using confirming questions and statements, like,
“Are you feeling sad about the outcome?” or “You sound depressed about what happed”.

Conclusions

Based on numerous stories from executive nurses, field observations, and materials
reviewed, I believe that the principle phenomenon at play is that of executive nurses living in a
corporate cave. Inside the cave they are desperately using soft and hard skills to survive in a
world filled with corporate power and classes-based silos. These executive nurses are creating a
counter-narrative, moving away from fragmentation and towards three important tenets:
integration, collaboration, and globalization. This counter-narrative addresses professional
siloes, volume-based care, and mass standardization. It involves a shift in thinking towards
deeper connections with people. As such, based on my research, I believe achieving the “Triple
Aim” hedges on executive nurses thinking innovatively to support themselves and the people
they serve.
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Organizational support was a key factor in driving such innovation. Executive nurses
either thrived or struggled to innovate because of internal and external conflicts they faced while
navigating life within their corporate caves. In some cases, this happened because their
organizations were focused on finance, cutting costs, and creating efficiencies. In other cases, it
resulted from their organizations neglecting to understand the internal negativity developing as a
result of the organization’s actions. There were also numerous examples of organizations
embracing talent and investing in executive nurse innovation. For instance, having executive
nurses design or co-design new models of care, offering opportunities for executive nurse
leadership development, and actively supporting succession planning. It was also encouraging
that several health-based organizations within this study were making efforts to improve the
quality of their work environment and support executive nurse led innovation.

In collaboration with health, business, and other professionals, executive nurses within
this study were fundamentally transforming systems of care, while pursing the greater good. By
working out differences and overcoming conflict, they were creating better health for the
population, enhanced patient experiences, and reduced system cost. Although this was not
always the case, it did occur in several instances.

Closing Reflections

Life is a collection of memories that connect one generation to the next. Utilizing a
reflective approach, I have presented the history of executive nursing, the understandings of
executive nurses, and the maturation of my leadership as an executive nurse. Diving deep, the
exploration of experiences set the stage for analysis by several theorists. By examining each
story, a collection of memories became a roadmap for future action and positive change.
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Furthermore, by peeling back several layers, I was able to expose current beliefs, while capturing
the essence of what motivates my own existence. By harnessing the memories of hurt and pain, I
was able to enhance my leadership with courage, care, and compassion.

As an end result, the popular belief that money influences equality and opportunity is
flawed. Under the surface, equality and inclusion is driven by social power and underlined by
class not wealth. In many cases, wealth is a symptom of class and social power, not the other
way around. By studying the phenomenon occurring within executive nurses, it has become
clear that the Triple Aim, creates change, and in turn, conflict. Moreover, the stories offered by
the executive nurses that were interviewed created an opening to better understand the pressures
they encounter. In addition, it showcased the values that are required to survive in the corporate
environment. By leveraging each action, together, we have the ability to make positive change a
reality. Simply humanizing our thoughts offers a wonderful chance to see people as people,
versus objects to be bought or sold (Freire, 1993). Despite challenges within the “Triple Aim”
and conflicts that arise, this study makes clear that executive nurses are positioned to make major
change a reality. By integrating, collaborating, and globalizing they are able to concentrate their
power and build a community of leaders that sustains itself through love, care, kindness, and
respect (Noddings, 2012).
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Appendix A
Registered Nurse LinkedIn Survey Questions

Dear Nurse Colleague,
I am conducting a study that seeks to better understand executive nurses. I invite you to
participate in this research. You were selected because of your LinkedIn status as a registered
nurse, your work history, and your experience in nursing. If you are interested in supporting this
research, please respond by completing the questionarie at the bottom identifying executive
nurses you feel have experience with improving patient satisfaction, lowering the cost of care,
and/or increasing population health (the “Triple Aim”).

Once selected, the executive nurses in the study will be asked to be interviewed. The interview
would center around thier experiences as a executive nurse with a focus on successes and
challenges during times of change and/or conflict. I appreciate you considering the possibility of
taking part in this activity. Please contact me if you are willing to participate or have questions.

Thank you,

Cyrus Batheja, MBA, PHN, RN

Executive Nurse Referral Information:
Executive Nurse Name: ____________________

Business title: ____________________

Employment Setting(s): ____________________

Email Contact: ___________________
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Appendix B
Participant Invitation Email
Dear Nurse Leader,
I am conducting a study that seeks to better understand executive nurses. I invite you to
participate in this research. You were selected as a possible participant because of your
positional influence over healthcare, your status as a registered nurse, and your history as a
executive nurse.

The interview would center around your experiences as a executive nurse with a focus on
successes and challenges during times of change and/or conflict. It will ask you to identify and
evaluate situations that involved critical actions to influence outcomes related to population
health, patient experience, and/or cost control. We will also identify areas you feel are best
practice as a executive nurse. I appreciate you considering the possibility of taking part in this
activity. Please contact me if you are willing to participate or have questions. I look forward to
hearing from you.

Thank you,

Cyrus Batheja, MBA, PHN, RN
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Appendix C
Executive Nurse Interview Questions
Age: __________________
Nursing background: ____________________

Business title: ____________________

Employment Setting(s): ___________________
Entered corporate context through:

Referral

or

Recruitment or

Self-Engagement

1.

Can you tell me about your experience as a nurse leader, particularly as an executive?

2.

Please tell me about a time when you were involved in organizational change that resulted

in conflict?
3.

During this situation, if any, tell me about the emotional techniques you used to help

navigate the conflict?
4.

Did ethics play a role in your decision making process?

5.

If so, explain how consumers/patients/members were involved in your decision making

process?
6.

How did your nursing and/or clinical background prepare you to handle this change and

conflict?
7.

What was the result the situation?

8.

If you could relive the situation, what would you do differently, what would you do the

same?
9. Did you see yourself serving as a liaison or negotiator between people (patients, staff, or other
leaders)?
10. What type of barriers or challenges did you encounter?
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11. Who were your key allies during the change and/or conflict?
12. Did you serve as a subject matter expert (SME)?
13. Did you use any structured programs or processes to support the change and/or mitigate
conflict?
14. Did you use any technology to support change management and/or conflict resolution?
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Appendix D

C O NS E NT F O RM
UNIVERSITY

OF

S T . T H OM A S

Nursing Leadership: Styles of Interaction During Conflict and Change
# A11- 205-01
I am conducting a study that seeks to better understand executive nurses. I invite you to
participate in this research. You were selected as a possible participant because of your
positional influence over healthcare, your status as a registered nurse, and your history as a
executive nurse. The interview would focus on your experiences related to executive level nurse
leadership. It will explore successes and challenges during times of change and/or conflict, and
situations that involved critical actions to influence outcomes. We will also identify areas you
feel are executive nurse best practice.

This study is being conducted by: Cyrus Batheja, RN, PHN, MBA a doctoral candidate, in the
Education Department of St. Thomas University.

Background Information:
The purpose of this study is to better understand how executive nurses working in corporate
organizations (in the United States) handle conflict during times of organizational change. The
research seeks to uncover the lived experience of nurse leaders by exploring emotional and
physical aspects of nursing leadership. More specifically, what strategies, tactics, and
techniques nurse leaders leverage to achieve positive outcomes for their staff, patients, and
leadership team.

Procedures:
If you agree to be in this study, I will ask you to do the following things: Engage in a 60 minute,
structured, audio recorded interview in a private location of your choice.
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Risks and Benefits of Being in the Study:
The study has two key risks: First, the interview process may require you to review situations
that were uncomfortable or resulted in negative results. If this process becomes too intense, you
may choose to stop and/or take a break (please note that this may extend the time required to
complete the interview). Second, you may need to discuss private/confidential matters. We do
not require that you use any personal/specific names of people and/or organizations. Please only
discuss information that you feel is appropriate.

The direct benefits you will receive for participating are: The opportunity to critically reflect on
your experiences and better understand yourself.

Compensation:
There will be no compensation for the participants.

Confidentiality:
The records of this study will be kept confidential. In any sort of report I publish, I will not
include information that will make it possible to identify you in any way. The types of records I
will create include a recording of our interview, a transcription of that recording, and a computer
record that will code the information from the transcription. The recording, transcription, and
coded computer record will be stored on a secured locked drive. I will be the only person with
access to the recording and transcription. Both of these documents will be destroyed once the
project is complete (no later than August 2017).

Voluntary Nature of the Study:

Your participation in this study is entirely voluntary. Your decision whether or not to participate
will not affect your current or future relations with the University of St. Thomas. If you decide
to participate, you are free to withdraw at any time up to and until July 20th. Should you decide
to withdraw data collected about you will not be used. You are also free to skip any questions I
may ask.
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Contacts and Questions
My name is Cyrus Batheja, RN, PHN, MBA. You may ask any questions you have now. If you
have questions later, you may contact me at 612-986-5304. You may contact my dissertation
chair, Dr. Holst at 651-962-4433. The University of St. Thomas Institutional Review Board can
be reached at 651-962-5341 with any questions or concerns you may have.

You will be given a copy of this form to keep for your records.

Statement of Consent:

I have read the above information. My questions have been answered to my satisfaction. I
consent to participate in the study and being audio recorded. I am at least 18 years of age.

______________________________
Signature of Study Participant

________________
Date

______________________________________
Print Name of Study Participant
______________________________
Signature of Researcher
______________________________
Signature of Chair

________________
Date
________________
Date
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Appendix E
Transcriber Confidentiality Agreement
Confidentiality Agreement
Transcription Services
I, ________________________, transcriptionist, agree to maintain full confidentiality in regards
to any and all audiotapes and documentation received from First Last related to her doctoral
study on the preparation of special education teachers. Furthermore, I agree:
1. To hold in strictest confidence the identification of any individual that may be
inadvertently revealed during the transcription of audio-taped interviews, or in any
associated documents;
2. To not make copies of any audiotapes or computerized files of the transcribed interview
texts, unless specifically requested to do so by First Last;
3. To store all study-related audiotapes and materials in a safe, secure location as long as
they are in my possession;
4. To return all audiotapes and study-related documents to First Last in a complete and
timely manner.
5. To delete all electronic files containing study-related documents from my computer hard
drive and any backup devices.
I am aware that I can be held legally liable for any breach of this confidentiality agreement, and
for any harm incurred by individuals if I disclose identifiable information contained in the
audiotapes and/or files to which I will have access.

Transcriber’s name (printed) ____________________________________________________

Transcriber’s signature _________________________________________________________

Date _______________________________________________________________________
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Appendix F
St. Thomas Research Project: Field Notes Template
1. Initial Personal Thoughts
Comment:

O.C.:

1. Background and Overview of the Scene
Comment:

O.C.:

2. Experiences related to People in the Scene
Comment:

O.C.:

3. Concluding Personal Thoughts
Comment:

O.C.:

